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In May 1921, Ormsby and Mitchell’ presented before the Chicago 
Dermatological Society for diagnosis a man aged 39 with an eruption of 
four years’ duration characterized by vesicles, crusting, erythema and 
scaling of the cheeks and a Nikolsky phenomenon. Biopsy had not been 
permitted. Foerster said that the duration of the condition and the 
poor response to treatment, together with a “peculiar uniformity” of the 
lesions, was suggestive of pemphigus. Pusey felt that the eruption had 
the “therapeutic rebelliousness” of lupus erythematosus and that the 
facial lesions suggested Hebra’s seborrhea congestiva. Ormsby agreed 
with Pusey that the eruption, though fundamentally pemphigoid, sug- 
gested seborrheic dermatitis by its appearance and lupus erythematosus by 
its behavior. No diagnosis was made, but Ormsby later observed several 
similar eruptions and finally decided, on the basis of histologic studies 
made by Finnerud, that they should be placed temporarily in the pem- 
phigus group. 

Formal study of this problem was first undertaken by Senear and 
Usher, and in May 1925 Senear read before the American Dermatological 
Association a paper * in which they described this hitherto unrecognized 
syndrome and reported 11 cases of it. The disease has since been known 
as either Senear-Usher pemphigus or the Senear-Usher sypdrome, or, 
less commonly, pemphigus erythematodes (Ormsby *). 


Read before the Section on Dermatology and Syphilology at the Ninetieth 
Annual Session of the American Medical Association, St. Louis, May 19, 1939. 

1. Ormsby, O., and Mitchell, J.: A Case for Diagnosis, Arch. Dermat. & 
Syph. 4:284 (Aug.) 1921. 

2. Senear, F., and Usher, B.: An Unusual Type of Pemphigus Combining 
Features of Lupus Erythematosus, Arch. Dermat. & Syph. 13:761 (June) 1926. 

3. Ormsby, O.: A Practical Treatise on Diseases of the Skin, ed. 5, Phila- 
delphia, Lea & Febiger, 1937, p. 398. 
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Since their report, 32 additional cases have appeared in the literature. 
Gilman * collected 13 of these and added 1 of his own; cases have subse- 
quently been reported by Mook and his associates ° (2 cases), Ingram,’ 
Woodburne,’ Taussig,® Chiale,” Wirkberg*® and Richter ™ and pre- 
sented before meetings of dermatologic societies by one of ys 
(U. J. W."* [2 cases: Gilman’s case 12, which is case 2 of our present 
reported group, and another] ) and by Schiller and Saunders,'* Dennie,4 
Stillians,!® Michelson,'® Silver,'? Foldvari,'* Kaufman,'® Corson 2" and 
Cornbleet and Cohen.*! To this number we propose to add 6 cases from 
the dermatologic clinic of the University Hospital at Ann Arbor. First, 
however, to bring the literature up to date, we shall summarize the cases 
that have appeared since Gilman’s review and report in July 1931, 


CASES IN THE LITERATURE SINCE THE REPORT OF GILMAN 


Case of a Man Aged 41 Presented Before the Chicago Dermatological Society 
for Diagnosis by One of Us (U. J. W.)22—The initial lesion was a red dime-sized 


4. Gilman, R. L.: Senear-Usher Syndrome, Arch. Dermat. & Syph. 24:84 
(July) 1931. 
5. Mook, W. H.; Weiss, R. S., and Bromberg, L. K.: Lupus Erythematosus 
Disseminatus, Arch. Dermat. & Syph. 24:786 (Nov.) 1931. 
6. Ingram, J.: Senear-Usher Type of Pemphigus, Brit. J. Dermat. 44:233 
(May) 1932. 
7. Woodburne, A.: Senear-Usher Pemphigus, Arch. Dermat. & Syph. 26:671 
(Oct.) 1932. 
8. Taussig, L.: Senear-Usher Syndrome, Arch. Dermat. & Syph. 27:498 
(March) 1933. 
9. Chiale, G. F.: Il “pemfigo di Senear-Usher,” Gior, ital. di dermat. ¢ sif. 
74:1487 (Dec.) 1933. 
10. Wirkberg, R.: A Case of Senear-Usher’s Disease, Finska lak.-sallsk. hand. 
77:709 (Nov.) 1935. 
11. Richter, R.: Ein Fall mit Senear-Usherschem Syndrom, Arch. f. Dermat. 
u. Syph. 175:725, 1937. 
12. Wile, U. J.: A Case for Diagnosis, Arch. Dermat. & Syph. 20:536 
(Oct.) 1929. 
13. Schiller, A. E., and Saunders, W. G.: Pemphigus (Senear-Usher Type), 
Arch. Dermat. & Syph. 23:205 (Jan.) 1931. 
14, Dennie, C. C., in discussion on Mook, Weiss and Bromberg.® 
15. Stillians, A. W.: Pemphigus with Lesions Resembling Lupus Erythema- 
tosus (Senear-Usher Type), Arch. Dermat. & Syph. 26:373 ( Aug.) 1932. 
16. Michelson, H. E.: Pemphigus (Senear-Usher Syndrome), Arch. Dermat. & 
Syph. 30:896 (Dec.) 1934. 
17. Silver, H.: Lupus Erythematosus (Bullous Type), Arch. Dermat. & Syph. 
31:923 (June) 1935. 
18. Féldvari, F.: Senear-Usher Pemphigus, Zentralbl. f. Haut- u. Geschlechtskr. 
51:386 (Aug. 5) 1935. 
19. Kaufman, S. R.: Senear-Usher Syndrome, Arch. Dermat. & Syph. 36:169 
(July) 1937. 
20. Corson, E. F.: Senear-Usher Syndrome, Arch. Dermat. & Syph. 36:169 
(July) 1937. 
21. Cornbleet, T., and Cohen, D.: Senear-Usher Syndrome, Arch. Dermat. & 
Syph. 39:370 (Feb.) 1939. 
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~ on the sternum, followed by vesicles and large bullae which ruptured, leaving 

surface and, later, residual hyperpigmentation. Nikolsky’s sign could not 
}, .monstrated. Palmar and plantar keratoses were present (the patient had been 
revving arsenic). There was no blood count, biopsy or statement regarding 
jooons of the mucous membranes. This case was accepted by Senear, Barney (R.) 
ani \Vieder, in the course of the discussion, as an example of the Senear-Usher 


syndrome. Eller suggested pemphigus foliaceus, and Zwick suggested pemphigus 


vulegalrts. 

_ase of a Woman Aged 74 Presented Before the Detroit Dermatological Society 
hy Schiller and Saunders.48—There was a maculopapular eruption on the back and 
on the face, associated on the trunk with bullae and crusts. Improvement had fol- 
lowed tryparsamide therapy. There was no blood count and no biopsy. There was 
no statement regarding lesions of the mucous membranes. In the discussion the con- 
dition was accepted by Senear as bullous lupus erythematosus which might evolve 
into pemphigus foliaceus or vulgaris. 

Case of a Man Aged 29 Reported by Mook and His Associates“—The eruption 
had begun with bullae on the hands two years before. These had spread to the 
trunk, producing the clinical appearance of pemphigus foliaceus. There had been 
frequent remissions, once after gold therapy and once while the patient was on a 
high vitamin diet. There was no blood count and no biopsy. There was no state- 
ment regarding lesions of the mucous membranes. The case was reported as one 
of disseminated lupus erythematosus with bullous lesions “conforming to the 
criteria of Senear and Usher.” 

Case of a Woman Aged 32 Reported by Mook and His Associates.5—Clinically 
this case also was one of disseminated lupus erythematosus. The condition was 
said subsequently to have assumed the picture of “septic pemphigus,” and the 
patient died. Leukocyte counts of 9,500 and 14,500 per cubic millimeter were 
recorded, Albuminuria was present. There was no record of a biopsy and no 
statement regarding lesions of the mucous membranes. 

Case of a Woman Aged 24 Reported by Dennie.'*—Clinically the patient had 
disseminated lupus erythematosus. She was giveri 25 dg. of arsphenamine by 
mistake and promptly showed the appearance of the Senear-Usher syndrome, with 
tuberculous adenitis. There was no record of a blood count or a biopsy. No 
statement was made regarding lesions of the mucous membranes. 

Case of a Man Aged 66 Presented Before the Chicago Dermatological Society 
by Stillians..5—The eruption had begun a year before, with erythema and “carpet 
tack” scaling on the cheeks and nose. Vesicles subsequently appeared on the chest. 
There were no lesions of the mucous membranes. The leukocyte count was 10,000 
per cubic millimeter, with 70 per cent neutrophils. There was albuminuria. The 
phytotoxic index (Pels-Macht) was 55 per cent. No biopsy was performed. This 
tase was accepted by Senear as an example of the Senear-Usher syndrome; Ebert 
suggested a diagnosis of pemphigus foliaceus. 

Case of a Woman Aged 66 Reported by Ingram.°—The eruption was initially 
bullous and was diagnosed as pemphigus foliaceus; then a severe seborrheic der- 
matitis supervened. The mucous membranes were spared. Nikolsky’s sign could. 
not be demonstrated. Histologic examination showed only edema, acanthosis and 
a subpapillary infiltrate of round cells with a few eosinophils and plasma cells; 
there was no histologic evidence of lupus erythematosus. The blood count was 
not given, ‘ 

Case of a Man Aged 70 Reported by Woodburne.?—This was initially a typical 
case of the Senear-Usher syndrome which subsequently assumed the appearance 
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of pemphigus vulgaris and terminated fatally. The phytotoxic index was 79 per 
cent before, and 76 per cent after, the clinical picture of true pemphigus had 
developed. The leukocyte count on two occasions was 2,900 and 6,700, respecti vely, 
per cubic millimeter. Lesions of the mucous membranes were present. Histologic 
examination showed absence of the horny layer, edema of the epidermis and 
perivascular infiltrate made up of lymphocytes with a few eosinophils and plasma 
cells. The Davis treatment for pemphigus was tried, with transient improvement. 

Case of a Woman Aged 34 Reported by Taussig.3—Erythematous lesions with 
scaling and crusting had been present for nearly three years before recognizable 
vesicles first appeared. Nikolsky’s sign could not be demonstrated. Biopsy was 
not performed. The leukocyte count was 7,400 (later, 6,000) per cubic millimeter. 
Arsenic, fever therapy, neoarsphenamine and a gold compound were tried in turn, 
without relief. The condition in this case was termed by Wise, in the discussion, 
lupus erythematosus with a “passing phase of bullous lesions.” 

Case of a Woman Aged 40 Reported by Chiale.°—The eruption began with 
bullae on the trunk one month previously; it resembled pemphigus plus seborrheic 
dermatitis. Nikolsky’s sign could not be demonstrated. The mucous membranes 
were spared. Histologic examination showed acanthosis and edema of the epidermis 
and a subpapillary infiltrate of lymphocytes with a few eosinophils and plasma 
cells. No blood count was given. Recovery was said to have occurred, but it 
was not attributed by the author to the purely symptomatic treatment employed. 

Case of a Woman Aged 48 Presented Before the Minnesota Dermatological 
Society by Michelson.16—The eruption had begun two years before with blisters 
on the chest, back and scalp and had continued to involve those regions by predilec- 
tion. Crusts were formed, and the eruption had assumed some features of seborrheic 
eczema. There was no mention of a blood count or a biopsy. There was no 
statement regarding lesions of the mucous membranes. 

Case of a Woman Aged 36 Presented Before the Bronx Dermatological Society 
by Silver.17—Clinically this case appeared to be one of lupus erythematosus dis- 
seminatus, with bullae. Histologic examination of a lesion on the face showed 
changes characteristic of lupus erythematosus; of a lesion on the trunk, “banal 
inflammatory changes.” Treatment with sodium gold thiosulfate (sanocrysin) 
healed the facial lesions but did not appear to affect the others. This case was 
not regarded by Silver as an example of the Senear-Usher syndrome, but was 
discussed in Richter’s report as such.!! 

Case of a Man Aged 24 Reported by Wirkberg.1°—There was a scaly eruption 
on the scalp, cheeks and chest, with transient vesicles. Nikolsky’s sign was 
positive early and negative later. The mucosae were involved. A diagnosis of 
pemphigus foliaceus was entertained at one time. Histologic examination showed 
acanthosis and edema of the epidermis, with a subpapillary infiltrate made up of 
lymphocytes, fibroblasts, eosinophils and plasma cells. The leukocyte count was 
8,360 per cubic millimeter. Germanin (reported to be a sodium salt of sym. bis 
[m-aminobenzoyl-m-amino-p-methylbenzoyl-/-naphthylamino - 4,6,8-trisulfonic acid] 
urea) was tried, without apparent effect. 

Case of a Man Aged 38 Presented Before the Hungarian Dermatological Society 
by Féldvdéri.18—The eruption had begun with vesicles in the mouth two years 
before and had been diagnosed as pemphigus. Seborrheic lesions had appeared 
only recently. Histologic examination showed acanthosis, parakeratosis and edema 
of the epidermis, with an infiltrate of*lymphocytes, leukocytes and plasma cells. 
The leukocyte count was 7,800 per cubic millimeter. 
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ase of a Man Aged 32 Reported by Richter..\—Bullae had appeared on the 
ty opk three months before, and a diagnosis of pemphigus foliaceus was made. 
i ater lesions resembled seborrheic dermatitis. The mucous membranes were spared. 
(he leukocyte count early in the course of the disease was 20,800 per cubic milli- 
meter; ten months later it was 4,500. Histologic examination showed acanthosis, 
parakeratosi$ and an infiltrate of lymphocytes, polymorphonuclear leukocytes and 
plasma cells. The patient subsequently died of pulmonary tuberculosis. 

Case of a Woman Aged 55 Presented Before the Philadelphia Dermatological 
Society by Kaufman.’°—Pruritic vesicular lesions had appeared on the upper 
part of the back five years before and had persisted. Lesions of the mucous mem- 
branes were present. There was no blood count or biopsy. 

Case of a Man Aged 45 Presented Before the Philadelphia Dermatological 
Society by Corson.2°—The patient had had seborrhea of the nose, cheeks and 
upper part of the back fourteen months before. Lesions of the mucous membranes 
were present, and the eruption consisted at this time chiefly of greasy keratotic 
plaques and lichenification of the skin. Mild anemia (secondary), mild inconstant 
leukocytosis and albuminuria were present. This condition was felt by Weidman to 
he highly suggestive of early or incipient lymphoblastoma cutis. 

Case of a Woman Aged 21 Presented Before the Chicago Dermatological Society 
ly Cornbleet.21—A pruritic vesicle had appeared on the patient's neck more than two 
years before; it was followed shortly by a widespread eruption of similar and 
larger vesicles, which ruptured promptly, leaving a crust and, later, hyperpig- 
mentation. Eczematous lesions subsequently developed in association with these. 
There was no report of a blood count or of the presence of mucosal lesions ; biopsy 
had not been done. The case was accepted by Senear and Ormsby, in the dis- 
cussion, as a typical example of the Senear-Usher syndrome. 


In summary, up to May 1938 there had appeared in the literature 
or in the transactions of dermatologic societies a total of 43 cases of the 
Senear-Usher syndrome. No attempt is made here to pass on the cor- 
rectness of the diagnoses. The patients ranged in age from 21 to 74 
when first seen (except for 1 patient, aged 7 years), the average age 
being approximately 43. The average duration of the disease in the 30 
cases in which it was stated was two years; it was less than a year in 
only 7 of these and was not stated in 13. In 24 cases the patients were 
women, and in 19 they were men. The eruption began like lupus 
erythematosus in 17 cases, 5 of the patients being males, and like pem- 
phigus in 16 cases, 10 of the patients being males. The mucous mem- 
branes were involved in 8 cases and spared in 19; in 16 cases no 
statement was made regarding them. The initial diagnosis was dis- 
seminated lupus erythematosus in 18 cases and pemphigus in 12; an 
original diagnosis of Senear-Usher syndrome was made in only 3 cases, 
and in 6 cases no diagnosis was made when the patient was first seen. A 
diagnosis of pemphigus foliaceus was made or seriously considered in 13 
cases, 7 of which had previously been regarded as examples of dis- 
seminated lupus erythematosus. Nikolsky’s sign was demonstrated in 
14 cases, not demonstrated in 5 and not mentioned in 24. The Pels- 
Macht phytotoxic index was determined in 3 cases (Gilman’s,* Wood- 
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burne’s,’ and Stillians’*®). In Gilman’s case it was reported as 59, 52 
and 57 per cent respectively on three occasions (all readings highly toxic, 
or “positive for pemphigus”) ; the condition in this case, however, was 
clinically much more like lupus erythematosus than like pemphigus, and 
biopsy of the material from the facial lesion showed histologic changes 
“compatible with” the former. In Woodburne’s case the index was 
reported at 76 and 79 per cent respectively on two occasions—bot}; 
reading nontoxic,-or “negative for pemphigus”; yet the patient died 
shortly thereafter, apparently of typical pemphigus vulgaris. In Stil- 
lians’ case, in which the condition began like lupus erythematosus (there 
was no biopsy ) and was diagnosed shortly after its onset as Senear-Usher 
syndrome, the index was 55 per cent. 

The histologic changes were investigated in only 12 cases. Changes 
regarded as compatible with or diagnostic of lupus erythematosus were 
found in only 4 of these: case 2 of Senear and Usher’s original group 
(which, according to Wise, clinically was an example of bullous lupus 
erythematosus **) ; case 7 (Grindon’s **) of Gilman’s collected group,* in 
which the eruption was clinically like disseminated lupus erythematosus 
with bullae ; Gilman’s own case * (facial lesions only), and Silver’s case " 
(facial lesions only), which Silver and Senear apparently regarded at 
the time of presentation as simply an example of disseminated lupus 
erythematosus. In 10 cases (including Gilman’s and Silver’s cases from 
the aforementioned group) the histologic changes were uniformly 
nondescript ; 9 patients were reported as showing acanthosis and edema 
of the epidermis, some with parakeratosis and some with loss of the 
horny layer; all 9 showed a subpapillary infiltrate, frequently peri- 
vascular, always made up chiefly of round cells (lymphocytes), with 
plasma cells present in 7 and eosinophils in 6 cases. No special stains 
were reported. 

Studies of the blood, which were reported in only 13 cases, revealed 
little of interest. In 3 cases leukopenia was shown on at least one occa- 
sion ; in all of these there were close clinical resemblances to disseminated 
lupus erythematosus. Moderate leukocytosis was observed in all of the 
other 10 cases, of which only 3 were clinically of a condition similar to 
lupus erythematosus. 

A fatal termination was reported in only 7 cases. In 2 of these the 
manner of death was felt to be suggestive of disseminated lupus 
erythematosus: Senear and Usher’s case 6? and Schamberg’s case ** 


22. Wise, F.: Lupus Erythematosus Bullosus or Pemphigoides, M. J. & Rec. 
134:227 (Sept. 2) 1931. 

23. Grindon, J.: Unusual Form of Pemphigus Combining Features of Lupus 
Erythematosus (Senear), Arch. Dermat. & Syph. 18:463 (Sept.) 1928. 

24. Schamberg, J. F.: Lupus Erythematosus, Arch. Dermat. & Syph. 14:228 
(Aug.) 1926. 
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(ch was Gilman’s case 4*). In the latter there was also leukopenia, 
the icukoeyte count being 3,500 per cubic millimeter, and the patient was 
a \oung woman who was presented as having disseminated lupus 
er\ihematosus. In the other 5 the appearance at the end was that of 
pemphigus—foliaceus in 3 instances and vulgaris in 2. In 1 case 
(Chiale’s®) the patient “recovered,” but was not followed; in 1 
((rmsby’s original case) the disease has been in remission for several 
years; 2! the patients in the remaining 34 were still undergoing alternate 
remissions and exacerbations when last heard from, in 1 case 
(\alade’s *°) nearly eleven years after the onset. 

The classification of the syndrome that Senear and Usher evolved 
from Ormsby’s original group of cases seems almost as difficult today 
as it did in 1926. Of the wide variety of diagnoses offered at the time 
of presentation of the various cases in their original group, they felt 
they could eliminate all but three: bullous lupus erythematosus, 
pemphigus and a combination of the two. Against disseminated lupus 
erythematosus, they felt, were the following features of the new syn- 
drome: tendency to spare the extremities, frequent occurrence of bullae, 
absence of constitutional symptoms, chronicity, lack of atrophy, relative 
frequency (in their series at least) of involvement of the mucous mem- 
branes and infrequency of fatal termination. To this we might well add 
the frequency of occurrence of the syndrome in males (a comparatively 
rare circumstance in disseminated erythematous lupus), the infrequent 
occurrence of leukopenia (an almost constant accompaniment of dis- 
seminated lupus erythematosus), the infrequence of albuminuria and, 
finally, the fact that histologic changes which were so much as suggestive 
of lupus erythematosus were seen in only 4 of the 12 cases in which 
biopsy was done, of which 2 (Gilman’s * and Silver’s **) may well have 
been examples of true lupus erythematosus disseminatus. Woodburne * 
suggested that cases in which there is undoubted evidence of lupus 
erythematosus be excluded from the Senear-Usher group, and Wise ** 
has strenuously objected to inclusion in the group of any case in which 
the condition is so much as clinically compatible with a diagnosis of 
disseminated lupus erythematosus. He felt at one time that the group 
was largely made up of such cases ; more recently, however, by referring 
to “Senear-Usher pemphigus” in discussion of a case,** he has allowed 
it to be inferred that he is more willing to regard the condition as a 
separate syndrome. 

Senear and Usher expressed the opinion that a similar array of facts 
could be assembled in support of their contention that the new syndrome 


25. Valade, C. K.: Pemphigus (Senear-Usher Type), Arch. Dermat. & Syph. 
20:239 (Aug.) 1929; personal communication to the autliors. 

26. Wise, F., in discussion on Traub, E. F.: Pemphigus, Arch. Dermat. & 
Syph. 38:977 (Dec.) 1938. 
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is a benign variant of pemphigus: frequency of occurrence of the ven- 
eral clinical picture of that disease, frequent occurrence of bullae (often 
arising from sound skin), frequent occurrence of Nikolsky’s sign and 
the suggestive racial distribution, there being 2 Jews among the 7 
patients (in their series) whose race was stated. To this we might now 
add the frequency with which the clinical diagnosis of pemphigus 
foliaceus has been made and the regularity with which biopsies have 
been found to show only edema, acanthosis, occasional intraepidermal 
vesiculation and a more or less nondescript infiltrate. Against pem- 
phigus, perhaps, are the frequency of occurrence of pruritus, the decided 
tendency to long chronicity and the infrequency of a fatal outcome. 
Senear and Usher * adopted the view that they were dealing with a 
syndrome very like pemphigus in which “typical lesions of lupus erythe- 
matosus” also occurred; it was their conclusion—not an unreasonable 
one from such a premise—that those two diseases must have a common 
cause, which in their cases was operating so as to produce lesions of both 
diseases. In the discussion at the time their paper was presented, Wise 
attacked this view sharply, chiefly on the ground that such a syndrome 
would not be distinguishable from an already well defined entity, namely, 
lupus erythematosus with bullae. He amplified this stand considerably 
in a paper ** at a later date, and asserted that 6 of Senear and Usher's 
original cases (numbers 1, 2, 3, 6, 7 and 10) were instances of dis- 
seminated lupus erythematosus and the remainder of “benign” pemphi- 
gus. He also refused to accept the diagnosis of Senear-Usher syndrome 
in the case reported by Taussig,* having suggested for it, in the course 
of the discussion, the designation “lupus erythematosus pemphigoides.” 
In the discussion of Senear and Usher’s driginal paper,? Ormsby 
and Schamberg agreed that the syndrome appeared to be a variant of 
pemphigus ; Ormsby has adhered to this view ever since. In the 1927 
edition of his text ** he referred to it as “a benign type of chronic pem- 
phigus,” and in the 1937 edition,® as “pemphigus erythematodes.” At 
the time, Mook concurred in this view; later, however,’ he included 
in a series of reported cases of lupus erythematosus disseminatus 3 
which he felt were examples of the Senear-Usher syndrome. One of 
these was case 2 of Senear and Usher’s original group. Ingram‘ 
explained his case as one of pemphigus occurring in “seborrheic soil.” 
Montgomery ** stated the belief that the Senear-Usher syndrome is a 
separate entity which probably lies somewhere between pemphigus and 
disseminated lupus erythematosus. Keil * voiced a note of skepticism, 
citing Wise’s criticism of the diagnoses in Senear and Usher's original 


27. Ormsby,® ed. 3, 1927, p. 395. 
28. Montgomery, H.: Personal communication to the authors. 
29. Keil, H.: A Conception of Lupus Erythematosus and Its Morphologic 


Variants, Arch. Dermat. & Syph. 36:729 (Oct.) 1937. 
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up as evidence that one is dealing not with a unified syndrome but 
«i a heterogeneous collection of cases of pemphigus with seborrheic 
}ejons and lupus erythematosus with bullae. 


REPORT OF CASES 


Case L—E. F., a 60 year old German housewife, presented herself on March 
15. 1927, complaining of a generalized pruritic eruption which had begun in 1923 
and had remained confined to the back until about two weeks before, when it 
spread rapidly over the scalp, face and chest. Examination revealed that the 
patient did not seem ill; she had a generalized eruption with a predilection for 
the trunk and face, which seemed to have been originally vesicular and bullous 
but was now made up of nummular, somewhat verrucous, greasy crusts, which 
could easily be removed, leaving a moist, bright red surface without bleeding points. 
There were no mucosal lesions. A tentative diagnosis of dermatitis herpetiformis 
was made, and the woman was admitted to the hospital. 

Urinalysis showed no albumin or sugar; this was also true of a total of thirty- 
two subsequent urinalyses done during the ensuing five and one-half year period 
of observation. A blood count showed 88 per cent hemoglobin (Sahli), 3,200,000 
erythrocytes and 2,200 leukocytes per cubic millimeter. A differential count 
showed 80 per cent neutrophils and no eosinophils. Leukopenia persisted through- 
out the entire period of observation, the leukocyte counts ranging from 1,900 to 
7,000 cells per cubic millimeter and averaging 3,500. Only one count was over 
5,100. The anemia likewise persisted, and it was decided later that it was probably 
pernicious; liver extract was given by mouth, without inducing a_ satisfactory 


remission, 

Histologic examination of one of the keratotic plaques showed hyperkeratosis 
and acanthosis of the ep:dermis, together with a subpapillary (chiefly lymphocytic) 
infiltrate which was felt to be highly suggestive of lymphoblastoma cutis. 

There was slow improvement with a regimen consisting of administration of 
crude ointment of coal tar locally, solution of sodium arsenite intramuscularly 
and ultraviolet and roentgen radiation externally; during a second period of hos- 
pitalization, in the fall of 1927, autohemotherapy was added to this program, 
without much success. In the spring of 1928 the patient returned, this time with an 
easily elicited Nikolsky phenomenon, and the diagnosis was changed to pemphigus. 
The Davis regimen was tried at this time, with slight improvement. In the fall of 
1928 she again improved, though slowly, with ultraviolet irradiation, arsenic and 
autohemotherapy; she did not return for nearly three years. When she did 
come back, she presented lesions which were thought to be diagnostic of the 
Senear-Usher syndrome. She continued to have alternate remissions and relapses 
thereafter, with treatment consist'ng ch‘efly of arsenic given internally and roentgen 
and ultraviolet radiation applied externally, and was last discharged from the 
hospital on Oct. 20, 1932, with her skin fairly clear. Six months later, according 
to a letter, she was feeling perfectly well, was free of cutaneous lesions and had 
gained nearly 20 pounds (9 Kg.). She died two years later, in 1935, after a 
prolonged exacerbation of the eruption. ; 


Case 2.—H. B., a 34 year old Russian housewife, presented herself on Sept. 8, 
1928, complaining of headaches, epigastric pain, articular pains, sore eyelids and 
“bad blood.” All of her symptoms were of about two and a half years’ duration. 
There was no history of any cutaneous disease or of any antisyphilitic treatment. 
Examination revealed no clinical evidence of syphilis and no cutaneous lesions 
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except numerous excoriations on the trunk and extremities, in various stages of 
healing, and diffuse brownish mottling over the trunk. The Kahn reaction of the 
blood was strongly positive. Diagnoses of syphilis, arthritis and conjunctivitis 
were made, and the woman was admitted to the hospital. 

A second Kahn test also gave a strongly positive reaction. The cerebrospinal 
fluid was normal. The urine contained no albumin or sugar. Examination of the 
blood showed 65 per cent hemoglobin (Sahli), 3,500,000 erythrocytes and 4,200 
leukocytes per cubic millimeter. A differential count showed 73 per cent neutro- 
phils and 2 per cent eosinophils. Nine subsequent examinations of the blood 
during the patient’s stay in the hospital (six months) showed no white cell count 
lower than-the initial one, and several were over 10,000; the proportion of eosino- 
phils never rose above 2 per cent, and the mild hypochromic anemia persisted. 

Two intravenous injections of arsphenamine were given; inunctions of a 
mercurial ointment were started, and the patient was transferred to the department 
of internal medicine for treatment of the arthritis. The inunctions had to be 
discontinued after a few days because of mercurial stomatitis. Meanwhile, intra- 
muscular administration of iodocinchophen was started; these injections too were 
stopped after a few days because of a lesion suggestive of impetigo contagiosa 
which developed beneath the left breast. Within a day or two this lesion had 
spread into a nearly universal erythematous vesiculopustular eruption. Nikolsky’s 
sign was strongly positive. There were no mucosal lesions. <A diagnosis of 
pemphigus was made; three transfusions were given, and the Davis regimen for 
pemphigus was instituted and continued for seven weeks. She gradually improved 
during this period, and at about the end of it, on Feb. 23, 1929, she was presented 

fore the Chicago Dermatological Society, where Senear, Wieder and Barney (R.) 
agreed that the eruption was characteristic of the Senear-Usher syndrome.!? By 
March 21 the eruption had cleared except for the facial lesions, and she was dis- 
charged. Six months later she died; no details are available. This case has 


previously been reported, but without details, as case 12 of Gilman’s collected 
series.* 


Case 3.—S. P., a 58 year old English-born sign painter, was first seen by us 
on May 11, 1935, complaining of an eruption which had begun six months before, 
after an attack of furunculosis. The initial lesions were small, mildly pruritic 
vesicles, confined to the trunk. The mouth had not been sore, and the patient 
felt perfectly well. Examination revealed him to be fairly healthy looking, with a 
grouped, symmetric vesicular dermatosis involving most of the trunk and sparing 
the legs, face and mucous membranes. The vesicles were from 2 to 10 mm. in 
diameter, round and oval and surrounded by a narrow erythematous halo; many 
of them had recently ruptured, leaving a shallow erosion. There was no hyper- 
pigmentation. Nikolsky’s sign could not be demonstrated. A tentative diagnosis 
of dermatitis herpetiformis was made, and the man was admitted to the hospital. 

The Kahn reaction of the blood was negative, and the urine contained no 
albumin or sugar. A thorough search for foci of infection brought to light only 
septic tonsils, which were removed on May 20. Rapid improvement occurred, 
concurrently with the intramuscular administration of a 2 per cent solution of 
sodium arsenate. 

Seventeen months later the patient returned with a nearly universal eruption 
consisting chiefly of large, flaccid fragile bullae; many of these had ruptured, 
leaving discrete, confluent and configurate coin-sized to palm-sized erosive patches. 
Nikolsky’s sign was strongly positive. Examination of the blood showed marked 
eosinophilia (there were 21 per cent eosinophils in a leukocyte count of 7,850), 
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1, was still present seven months later. A diagnosis of pemphigus foliaceus 
made, and the patient was readmitted to the hospital. It was felt at the time 
the absence of mucosal lesions was a somewhat unusual circumstance. 

intramuscular injections of moccasin snake venom (Lederle, 1: 3,000), 1 cc. 
race a week, were begun; the eruption subsided gradually with this regimen, with 
coiplete cessation of vesicle formation in less than six weeks, during which time 
tie patient underwent universal exfoliation, including the nails. Improvement in 
the skin was paralleled by improvement in the general condition. At about this 
tine, however, a new type of cutaneous lesion appeared—rather flat-topped soft 
c:ythematous papules varying in size from that of a split pea to that of a dime, 
principally on the cheeks, neck, upper part of the chest and upper parts of the 
arms. The daily baths and applications of bland ointment must have forestalled 
any tendency to scale or crust formation on these; at any rate, no such formation 
was observed. These lesions, which were felt to be highly suggestive of those 
of the Senear-Usher syndrome, subsided slowly when the dose of venom was 
increased to 1 cc. every two days. 

On Feb. 4, 1937, at a time when the skin was fairly clear, the patient was given 
three oral doses, four hours apart, of 2 Gm. of potassium iodide. The following 
day a shower of fresh vesicles appeared, and he felt very ill. These new lesions 
subsided promptly, and on February 20 he was sent home, with his skin fairly clear. 

Two months later he returned, with a severe relapse. Venom proved ineffective, 
and sulfanilamide was tried instead, 16 Gm. being given by mouth over a period 
of four days, without relief. The venom was resumed and was supplemented by 
3 Asiatic pills (containing arsenic trioxide U. S. P. and black pepper) daily, 
again without success, and after a few more days this was supplemented further 
with ultraviolet radiation, daily suberythema doses being given to the entire body. 
There was steady improvement thereafter, and two weeks later he was discharged, 
with no active lesions, 

He returned to the clinic, at our suggestion, on Feb. 9, 1939, stating that he 
felt well but that he still had recurrent pruritic cutaneous lesions and that his 
skin was still “very easily rubbed off.” He looked well except for a number of 
oval nummular erosions, many covered by a thick greasy crust, scattered over 
the chest, neck and portions of the face; these lesions were identical! with those 
seen in case 1 (on admission), in cases 4 and 5 and, subsequently, in case 6. 

A typical lesion was excised from the skin of the abdomen for histologic study. 
The sections showed precisely the same acanthosis, parakeratosis, loss of the 
granular layer, intercellular and intracellular edema and subpapillary infiltration 
with lymphocytes, leukocytes, plasma cells and eosinophils as had been observed in 
sections in cases 4 and 5. 


Case 4.—M. S., a 31 year old Anglo-Saxon housewife, came to us on June 14, 
1937, complaining of an eruption which had begun as small vesicles on the neck 
nearly two years before; these had spread rapidly over the entire body, and she 
had become very weak and ill and was confined to bed. The mouth had not 
been involved at any time, and no new vesicles, save for one or two on the hands, 
had appeared for almost two months. Examination showed the patient to be 
normally developed and nourished. She seemed moderately ill. She had uni- 
versal erythema, with crusting, scaling and exfoliation. Nikolsky’s sign was 
positive. The mucosae were spared. A diagnosis of exfoliative dermatitis, on 
the basis of either lymphoblastoma or pemphigus foliaceus, was made, and she was 
admitted to the hospital. 
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The Kahn reaction of the blood was negative, and no albumin or sugar was 
found in the urine. Examination of the blood revealed 78 per cent hemoglobin 
(Sahli). The erythrocyte count was 4,400,000 per cubic millimeter. The leuko- 
cyte count was 9,100 per cubic millimeter, with 15 per cent eosinophils. Six 
months later there was still eosinophilia, the eosinophil count being 4 per cent of 
8,000 cells and eight months later 6 per cent of 8,000 cells; it gradually declined 
thereafter. 

Intramuscular injections of moccasin snake venom were tried for four weeks, 
arsenic trioxide was administered orally for eight weeks and a blood transfusion 
was given, all without relief. Five daily suberythema doses of ultraviolet radiation 
were given; there was a prompt but transient exacerbation, followed by striking 
improvement, although Nikolsky’s sign remained positive. At this time the 
eosinophil count had risen to 24 per cent of 10,000 leukocytes per cubic millimeter, 
Exacerbations and remissions, seldom referable to treatment, continued to occur, - 
and on October 21 the clinical appearance suggested strongly the diagnosis of 
Senear-Usher syndrome. Dr. Eugene Traub, who saw the patient in the ward, 
concurred in this diagnosis. 

A typical keratotic plaque was excised from the upper part of the back at this 
time. It showed follicular hyperkeratosis, parakeratosis, intercellular and intra- 
cellular edema and a cellular infiltrate, which was rather sparse, made up of 
lymphocytes, leukocytes, plasma cells and eosinophils. Sections of this were sent 
for corroboration of our observations to Dr. Clark Finnerud, who expressed the 
opinion that there were “resemblances to an atypical lupus erythematosus,” and to 
Dr. Hamilton Montgomery, who stated that to him the histologic changes “did 
not suggest those of lupus erythematosus” and even appeared to be incompatible 
with that diagnosis. 

On December 17, for the first time since the patient’s admission to the hospital, 
intact, flaccid, fragile vesicles were observed over the upper part of the trunk and 
neck; these ruptured early, with the immediate formation of characteristic pale, 
flat, verrucous, adherent crusts. Germanin was tried at this time, 4.5 Gm. being 
given by vein in five days; there was no apparent effect except the occurrence 
of albuminuria and a few hyaline casts. Local treatment, consisting chiefly of 
baths, wet dressings and application of mild keratolytic ointments, was continued, 
and on Feb. 3, 1938, the patient was discharged from the hospital, with her skin 
fairly clear. 

On Jan. 11, 1939, she returned to the outpatient department by our request. 
She presented at this time a dozen or two of the characteristic oval, coin-sized, 
verrucous, crusted plaques on the neck and upper part of the chest, identical in 
appearance with those observed previously in case 1 and subsequently in cases 
3 and 6. She had gained over 30 pounds (13.6 Kg.) since her discharge and 
seemed to be in excellent health and spirits. A blood count showed 85 per cent 
hemoglobin (Sahli) and 7,500 leukocytes per cubic millimeter, of which 70 per 
cent were neutrophils and 1 per cent eosinophils. She was again discharged, and 
was given mercury protiodide and arsenic trioxide by mouth. A _ highly toxic 
phytotoxic index (59 per cent) was reported at this time; it could not be attributed 
to the menses, as the specimen was taken on the sixteenth day of her menstrual 
cycle. 

Case 5.—A. K., a 29 year old Russian Jewess, presented herself on Sept. 22. 
1938, complaining of a pruritic eruption of eighteen months’ duration. The initial 
lesions were mildly pruritic red macules on the chest, which spread rapidly over 
the trunk. Five months previously they had appeared on the cheeks and nose, 
and a month after this small vesicles first appeared on the arms. She had not 
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felt all or been confined to bed, and her mouth had not been sore. Examination 
rev -aled the patient to be healthy looking, with a generalized eruption which mani- 
fected a distinct predilection for the scalp, nose, cheeks, chest and back. Most 
of the lesions were slightly eroded, nummular, erythematous macules with a super- 
imposed greasy, yellowish crust; these were confluent on the cheeks and relatively 
discrete on the trunk; some of them, particularly on the forehead and chest, 
suggested recently ruptured bullae. Nikolsky’s sign was readily demonstrated. 
There were no mucosal lesions. A diagnosis of Senear-Usher syndrome was made, 
and the patient was admitted to the hospital. 

The Kahn reaction of the blood was negative. Examination of the blood showed 
76 per cent hemoglobin (Sahli). The erythrocyte count was 3,800,000 per cubic 
millimeter. The leukocyte count was 7,200 per cubic millimeter, with 70 per cent 
neutrophils and no eosinophils. The patient was placed on a bland regimen of 
symptomatic treatment, consisting of daily starch and soda baths and 1 per cent 
salicylic acid in petrolatum, and injections of moccasin snake venom were started, 
in doses of 0.6 cc. every two days. The eruption had faded decidedly after the 
third injection, but the injections were followed by increasingly severe local 
ecchymosis and had to be discontinued. Desensitization was attempted, but without 
success, and the eruption promptly relapsed. 

Sulfanilamide was then tried, but the eruption was somewhat worse after the 
patient had received 20 Gm. in six days. Febrile reactions induced by intravenous 
injections of typhoid vaccine, to a total of three elevations of temperature to over 
103 F., had no effect. Intravenous administration of gold sodium thiosulfate 
(10 and 25 mg. four days apart) appeared to aggravate the condition both locally 
and systemically and was discontinued. There was slight improvement following 
a blood transfusion (with an accompanying febrile reaction) on November 15, 
but even during this period occasional new vesicles, 1 to 10 mm. in diameter, 
continued to appear on the hands and feet; these always arose out of normal-looking 
skin. The Nikolsky phenomenon was becoming progressively more difficult to 
elicit. Dr. Senear, who saw the patient at about this time, agreed that she pre- 
sented a characteristic picture of the Senear-Usher syndrome. 

Oral administration of mercury protiodide and arsenic trioxide had no apparent 
effect. On December 15 daily general suberythema doses of ultraviolet radiation 
were begun, and within a few days there was distinct fading of the erythema, 
particularly evident on the face. After ten days no further vesicle formation 
was observed until, on Jan. 11, 1939, she was given 6 Gm. of potassium iodide 
by mouth. The following day she had a distinct exacerbation, with aggravation 
of the erythema on the face and the appearance of fresh vesicles on the right foot. 

The Pels-Macht phytotoxic index was reported at this time as 66 per cent; 
a simultaneous determination in the case of a patient with typical subacute dis- 
seminated lupus erythematosus (with bullae) was 57 per cent. A month later it 
had risen to 72 per cent, and that in the case of disseminated lupus had risen to 
64 per cent. There was slight clinical improvement over this interval in both 
cases. Six weeks later a value of 53 per cent was reported, with no corresponding 
change in the patient’s clinical status; the reading in the case of disseminated lupus 
had returned to 59 per cent. 

Biopsy specimens were obtained from plaques on the cheek and chest and from 
a cluster of vesicles on the right foot. The buccal and thoracic lesions showed 
changes similar to those mentioned as seen in cases 3 and 4, namely, moderate 
acanthosis, parakeratosis, follicular hyperkeratosis, intercellular and intracellular 
edema and a polymorphous cellular infiltrate in the cutis. There were also many 
wandering leukocytes throughout the epidermis. Dr. Clark Finnerud, to whom 


ity 
: 
3 
> 
i 
=) 
- 


700 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


sections were sent for corroboration of our own observations, stated that these 
sections were “far from showing the classic mamfestations of lupus erythematosus,” 
and Dr. Hamilton Montgomery, to whom material was also sent, again asserted 
that the changes were neither suggestive of nor compatible with that diagnosis. The 
section from the lesion on the foot revealed vesicles situated rather high in the 
stratum corneum, with little infiltrate in the underlying corium. 


Case 6.—W. E., a 71 year old American-born Gentile farmer, came to the clinic 
on March 8, 1939, complaining of a moderately pruritic eruption of six years’ 
duration. It had begun as profuse scaling of the scalp, associated with severe 
pruritus; it rapidly spread to involve the eyes, with redness and swelling of the 
lids, and then large bullae appeared, first on the back and within a few days on 
the chest, upper parts of the arms, abdomen and thighs. The patient stated that 
these blisters were so large and so numerous that all his skin “came off.” The 
pruritus gradually diminished, as did the vesiculation, so that by the end of the 
first yeat the eruption looked much as it had on his arrival here. He had not felt 
ill at any time, and his mouth had never been sore. Examination revealed him 
to be fairly healthy looking, with a generalized eruption which manifested a 
predilection for the cheeks, the chest, the back and the proximal portions of 
the extremities. The facial lesions consisted of diffuse, bright erythema with 
loosely adherent scales ; there was no follicular dilatation or plugging and the scale 
was not “carpet tack” in type. Most of the lesions on the chest and back resembled 
large seborrheic keratoses; they were covered with a thick yellowish greasy crust 
which could readily be removed, leaving a brightly erythematous erosion without 
bleeding points; they were exactly like the lesions observed in cases 1, 3 and 4 
except that they were considerably larger, thicker and more numerous. In addition 
to these, there were many round and oval hyperpigmented macules and a few 
small recently ruptured blebs. Nikolsky’s sign was readily elicited. The mucous 
membranes were not involved. A diagnosis of Senear-Usher syndrome was made, 
and the patient was admitted to the hospital. 

The Kahn reaction of the blood was negative, and the urine showed no albumin 
or sugar. Examination of the blood revealed 90 per cent hemoglobin (Sahli). 
The erythrocyte count was 4,400,000 per cubic millimeter. The leukocyte count 
was 6,400 per cubic millimeter, with 52 per cent neutrophils; no eosinophils were 
observed. A specimen of blood was sent to Dr. Isaac Pels for determination of 
the phytotoxic index; the index was subsequently reported as 67 and 62 per cent. 
The patient was started on daily colloidal baths, followed by the local application 
of 1 per cent salicylic acid in petrolatum, and was referred to the physical therapy 
department for daily suberythema doses of ultraviolet radiation to the entire body. 

Biopsy material was obtained from one of the large keratotic plaques on the 
upper part of the back and from one of the smaller, more recently vesicular plaques 
nearby. Both lesions showed epidermal changes similar to those previously observed 
in cases 1, 3, 4 and 5: acanthosis, parakeratosis, elevation and partial loss of the 
horny layer, follicular hyperkeratosis, intercellular and intracellular edema and 
invasion of the epidermis by numerous wandering leukocytes. The changes in the 
corium, however, were rather unexpected. There was a dense infiltrate occupying 
the upper layers of the corium, not extending across the section but grouped in 
discontinuous masses and not sharply demarcated. It showed slight perivascular 
and perifollicular tendencies in its distribution, and it extended into, but never 
through, the papillary body. It was made up chiefly of lymphocytes, with a few 
chromatophores; there was in several places evidence of fibrinous and purulent 
exudate, and there were almost no plasma cells or eosinophils. 
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COMMENT 


‘The patients in these 6 cases ranged in age from 29 to 71; 4 were 
omen and 2 were men. Two were of Russian extraction (1 of these 
yas Jewish), 3 of Anglo-Saxon and 1 of German. The eruption began 
on the trunk in 5 cases and on the scalp in 1; in 3 the initial lesion was 
4 vesicle, in 2 it was a macule and in 1 it was dry seborrhea; in the case 
last mentioned, however, large vesicles appeared within a few days of 
the onset. Our initial diagnosis was dermatitis herpetiformis in 2 cases, 
pemphigus vulgaris in 1 and exfoliative dermatitis in 1; in cases 5 and 6 
the diagnosis of Senear-Usher syndrome was made when the patient was 
first seen. A diagnosis of pemphigus foliaceus was made at one time in 
2 cases and was seriously considered in a third. No patient was observed 
to have or gave any history of having lesions of the mucous membranes. 
Nikolsky’s sign was demonstrated in all 6 cases at some time during the 
patients’ stay in the hospital ; it was absent from time to time in all cases 
(except case 6), particularly when the cutaneous lesions seemed to be 
subsiding. Leukopenia was observed in 1 case and mild leukocytosis 
in 4, in 2 of which there was eosinophilia. The patient in case 6 had a 
normal blood picture. Albuminuria was observed only in case 4, and 
then it appeared to be attributable to the administration of germanin. 

In all 6 cases the disease ran a chronic course, with remissions and 
exacerbations of variable length. It is noteworthy that in no case was 
the eruption sufficiently characteristic to permit a correct diagnosis until 
it had been present for at least eight weeks (case 2), and usually much 
longer than that. During our observation of these cases the only 
remissions that seemed to coincide with any form of treatment were the 
prompt relief experienced by 2 patients (cases 3 and 5) when injections 
of moccasin snake venom were being given, and the steady improvement 
noted in cases 1, 3 and 5 following suberythema doses of ultraviolet 
radiation to the entire body. Transfusions were uniformly followed by 
slight and transient improvement in the 4 cases in which they were used. 
Arsenic, given variously as potassium arsenite, iron cacodylate, arsenic 
trioxide and sodium arsenite, was tried in 5 cases, with doubtful results. 
Gold sodium thiosulfate by vein was tried in cases 1 antl 5, without any 
apparent effect on the eruption; in case 1 it twice appeared to aggravate 
dangerously a preexisting leukopenia. The Davis regimen for pemphi- 
gus was tried in cases 1 and 2, with indifferent results. Germanin 
failed to bring about improvement in the 1 instance (case 4) in which 
it was tried, and sulfanilamide appeared to aggravate the eruption some- 
what in case 5. No remissions of more than a few weeks’ duration were 
observed in any case. The outcome was fatal twelve years after the 
onset in case 1 and one year after the onset in case 2; in cases 3, 4 and 5 
the disease is in incomplete remission at the time of this report, and in 
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case 6 the patient has not yet been followed long enough for any con- 
clusions to be drawn. 

Determinations of the phytotoxic index were made by Dr. Isaac Pels 
in cases 4, 5 (three determinations) and 6. A relatively toxic index 
(59 per cent) was reporied in case 4 at a time when the patient looked 
and felt perfectly well and presented only a few characteristic cutaneous 
lesions, none of which were vesicular, The indexes reported for case 5 
were within the normal range (66 and 72 per cent) during a time when 
the patient felt well but presented active (though not vesicular) cutane- 
ous lesions and were highly toxic (53 per cent) six weeks later, when 
the eruption had faded considerably. The index for case 6, at a time 
when the eruption was active, was 62 per cent. It does not appear that 
any conclusions may be drawn from these few inconsistent findings. 

The histologic changes, despite their superficially nondescript nature, 
were surprisingly uniform in 4 of the cases (cases 1, 3, 4 and 5) in 
which biopsy material was obtained. Case 6 proved to be somewhat 
exceptional. In cases 4 and 5 material was sent to Drs. Hamilton 
Montgomery and Clark Finnerud for corroboration of our own observa- 
tions. Dr. Montgomery stated that none of the material sent him 
suggested lupus erythematosus ; Dr. Finnerud was rather less outspoken, 
but he too stated that at least the histologic changes were not particularly 
suggestive of lupus erythematosus and that they were entirely com- 
patible with the nonspecific histologic changes expected in the lesions 
of the Senear-Usher syndrome. 

It seems desirable to review again the question of the relation of the 
Senear-Usher syndrome to pemphigus and to lupus erythematosus in the 
light of such findings as have been made in these 6 cases. One nearly 
constant feature of disseminated lupus erythematosus—albuminuria— 
was not observed (except for a transient episode following the use of 
germanin) in any of our cases. Another—leukopenia—was present in 
only 1 of our 6 cases. The patients in cases 1, 3 and 6 were well beyond 
the age at which in the great majority of cases erythematosus dissemi- 
nated lupus has its onset. A palpable spleen, commonly though not 
invariably found in cases of disseminated lupus erythematosus, was not 
present in any of our cases. The predominance of disseminated lupus 
erythematosus in females is not a conclusive point in so small a series, 
but in 2 of our 6 cases the patients were males. Against the identifica- 
tion of the disease with pemphigus in any of our cases, on the other 
hand, might be cited the fact that all 6 patients complained of pruritus, 
the fact that none of them had mucosal lesions and the fact that the 
disease in all of them ran a comparatively chronic course, with little 
associated constitutional illness. The only circumstances which seem 
to favor the classification of these cases with those of the pemphigus 
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.ioup are, first, the fact that 3 of the 6 were strongly suspected at one 
ume of being cases of pemphigus foliaceus and, second, the negative 
‘act that the histologic observations failed in every instance to support a 
diagnosis of lupus erythematosus. We do not feel that the evidence at 
j.nd is sufficient to warrant any final conclusions as to the classification 
«| the Senear-Usher syndrome at this time, except that it does appear 
to be a definite entity, distinguishable from lupus erythematosus on the 
one hand and from pemphigus foliaceus and pemphigus vulgaris on 
the other, 
SUMMARY AND CONCLUSIONS 

Forty-three cases of a disease diagnosed as the Senear-Usher syn- 
drome have been collected from the literature, and 6 (5 additional) 
cases have been reported, making 48 in all. 

There is increasing general belief that this syndrome is a definite 
entity which in many respects lies midway between lupus erythematosus 
disseminatus and pemphigus vulgaris, differing from both diseases 
principally in the striking tendency to chronicity. 

The characteristic clinical manifestations of this syndrome are 
apparently rarely or never manifest at the onset; the eruption either 
remains nondescript or simulates the lesions of pemphigus or of lupus 
erythematosus for a variable period; the correct diagnosis is often 
possible only after prolonged observation. 

The striking frequency with which this syndrome has been confused 
with pemphigus foliaceus seems to warrant the suspicion that many 
cases previously reported under the latter classification may have been 
unrecognized examples of the Senear-Usher syndrome. 

Treatment of this syndrome is in general ineffectual; in our hands 
ultraviolet irradiation and parenteral injections of snake venom have 
appeared to induce remissions. 


ABSTRACT OF DISCUSSION 


Dr. Francis E, SENEAR, Chicago: Drs. Wile and Arnold are to be congratu- 
lated on their presentation of this interesting condition, the nosologic position of 
which has caused so much controversy. With their review of the literature and 
addition of 6 cases, they have presented a comprehensive consideration of the 
features of a clinical picture which has been looked on by some as a variant of 
bullous lupus erythematosus, by others as a variant of pemphigus and by still 
others as a disease deserving recognition as a separate disorder. 

I believe that some of the cases recorded in the literature as possibly belonging 
under this heading should be regarded as examples of bullous lupus erythematosus. 
On the other hand, I am convinced that the typical examples present features 
which certainly relate them to pemphigus. During the past year I have seen a 
man aged 40 years, referred by Drs. H. N. Cole and J. R. Driver, of Cleveland, in 
whom in March 1938 a bullous lesion developed about the umbilicus. This was 
followed by crust formation and some tendency to vegetation. Near the end of 
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July the face, scalp, inguinal regions and seborrheic areas of the body became 
involved, and when I saw him in late September the picture was a perfect example 
of the one originally described, in which the face showed lesions with the appear- 
ance of a seborrheic type of lupus erythematosus, the scales being notably of 
the “carpet tack” style. On the trunk the lesions were equally characteristic of 
pemphigus erythematodes, the vesicles being poorly developed and leading to the 
formation of keratotic scales. The genéral health was unaffected in spite of the 
extent of the eruption. 

On October 26 the picture changed suddenly, and there developed a large 
number of bullae, both tense and flaccid, many of them appearing on sound skin, 
Within a few days the picture had developed to a point at which I believe any one 
would have had no hesitation in making a diagnosis of pemphigus vulgaris. The 
mucous membranes were not involved, but the Nikolsky sign was strongly positive, 
From this point the course was typical of ordinary pemphigus, and the patient 
died November 26. Mucosal lesions, chiefly of the lips, developed near the end, 
There was no leukopenia at any time, and the urine was clear till the terminal 
phase developed, when slight albuminuria was noted. 

By way of contrast, I wish to record another case, the patient being a woman 
aged 65 in whom, after an injury to the shoulder in March 1925, and with the first 
lesion appearing at the site of the abrasion, there developed a typical picture, with 
the lupus-erythematosus-like lesions of the face and bullous lesions leading to the 
formation of keratotic lesions on the trunk and extremities. She died two years 
after the onset of the cutaneous disease, but death was due to an intercurrent 
infection. The general health was unaffected by cutaneous involvement. She 
likewise showed no leukopenia and no albuminuria. 

I still have under observation the patient whose eruption furnished the basis 
of our report in 1926, and she continues to show exacerbations and remissions of 
the disease. She likewise still illustrates what I regard as an important clinical 
element in many cases, namely, the rapid changes which develop in the clinical 
picture, especially with regard to the lesions on the face. The patient on one day 
may show little involvement of the face and on the next day may present a denuded 
area 2 to 3 inches (5 to 7 cm.) in diameter. 

I believe that in an effort to determine more definitely the proper placing of this 
disorder careful record should be made in all cases of the presence or absence 
of leukopenia, the Nikolsky sign, albuminuria and lesions of the mucous membranes. 

It is my belief that in the cases in which the typical picture is present, the 
disease deserves recognition as a clinical entity. The remaining evidence, so 
thoroughly reviewed by today’s writers, makes me feel that the disorder at 
present should be considered a form of pemphigus, usually benign, but occasionally 
assuming the clinical form of pemphigus vulgaris and carrying the fatal char- 
acteristics of the latter disease. Had I had any doubts as to this relation, my 
recent experience with the case cited would have resolved them. 


Dr. Hamitton Montcomery, Rochester, Minn.: I am indebted to Drs. Wile 
and Arnold for the privilege of studying 2 of their cases histologically and also to 
Dr. Ormsby and Dr. Senear for the opportunity to study the histologic sections in 
2 of the original cases. I feel even more strongly now, having recently reviewed 
the histologic picture of lupus erythematosus, that the histologic changes in the 
so-called Senear-Usher syndrome, or pemphigus erythematodes (Ormsby), are 
distinctive from those of lupus erythematosus. Histologically there are hyper- 
keratosis and some keratotic plugging of the hair follicles, but there is no 
keratotic plugging independent of the dermal appendages, and there is practically 
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‘quefaction necrosis of the basal cell layer, which is an almost constant 
rvation in cases of lupus erythematosus. In one of the slides presented by 
Wile and Arnold there were clear bullae, consistent with the concept of 
»cmphigus. For the most part, however, the sections in a case of the so-called 
~.sear-Usher syndrome reveal a mild eczematoid reaction in the epidermis; 
tire is practically no atrophy of the epidermis, and the inflammatory reaction in 
ti. cutis is as a rule minimal and much less than that seen even in cases of acute 
t:pes of disseminate lupus erythematosus. I agree with Drs, Wile and Arnold 
that many cases have been reported as examples of the Senear-Usher syndrome 
which were simply cases of the bullous types of disseminate lupus erythematosus. 
‘Laussig’s case was regarded as such by Dr. Ormsby, Dr. Wise and me. Patients 
with disseminate lupus erythematosus with lesions as extensive as were present in 
the cases of Drs. Wile and Arnold in my experience would reveal leukopenia 
or anemia in at least 70 per cent of cases and would also show varying degrees of 
constitutional symptoms, including fever and cardiovascular, arthritic, renal and 
gastrointestinal symptoms, 

| defer to Dr. Senear in regard to the relation of this condition to pemphigus, 
although the histologic picture in the few cases that I have studied would be 
rather inconsistent with pemphigus. Some of these eruptions have persisted for so 
many years that if the condition is classified as pemphigus it might be labeled a 
benign type or, equally well, a toxic process of unknown origin. 


Dr. S. WitttAM Becker, Chicago: I should like to report briefly an experience 
with a Jewish patient about 50 years of age who came to the University of 
Chicago Clinics with typical pemphigus vulgaris. My associates and I injected 
fluid from the bullae into a mouse brain, as recommended by Grace and others, 
and produced typical paralysis, as reported by Grace. This material was trans- 
ferred from mouse to mouse many times, and each time we obtained the same 
type of paralysis. 

Slowly, as a result of many kinds of treatment which we gave him or of the 
natural evolution of the disease, he showed a typical Senear-Usher syndrome 
or pemphigus erythematodes, so confirmed by Dr. Ormsby and Dr. Senear at the 
meeting of the Chicago Dermatological Society. Incidentally, he also had the 
typical butterfly distribution of lesions, not at first but later. 

Incidentally, the lesions in the mouth were identical clinically with those of 
lupus erythematodes. He presented delicate retiform whitening and some erosions, 
not the acute severe type seen in pemphigus vulgaris but a form similar to that 
seen in lupus erythematosus. He has had no cutaneous bullae for a considerable 
period, I am planning to produce a blister by means of cantharides and see 
whether I can reproduce the results of the animal experiments. 

The location in the flush areas is interesting because there is some evidence 
that lupus erythematodes has something to do with the filtrable virus of tubercu- 
losis. Drs. Cannon and Ornstein some years ago were able to produce tuberculosis 
in animals by inoculation of material from lesions of lupus erythematodes. If 
pemphigus is due to a virus, as Dr. Grace and others have concluded, it may be 
that this virus under certain conditions settles down to a more quiet phase instead of 
producing the extreme exudation which results in bullae. The exudate is much 
less severe, and there occur these peculiar admixtures of scale and crusts. It may 
be also that at this particular time this virus acts somewhat like the filtrable virus 
of tuberculosis and prefers the flush areas of the face. 


Dr. Harry L, Arnotp Jr, Ann Arbor, Mich.: We agree with Dr. Senear 
that a great many cases which have been reported as instances of the Senear- 
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Usher syndrome are really examples of erythematous lupus. Dr. Taussig’s case, 
as mentioned by Dr. Montgomery, appears to belong in this category. It seems 
that the term advanced by Dr. Ormsby for this disease, namely, pemphigus ery. 
thematodes, is a suitable one. If, however, the disease is to be definitely ass: sclahed 
with the pemphigus group, it must be emphasized that it differs from true pemphigus 
in that it has a relatively better prognostic outlook. 

I agree with Dr. Senear that observations regarding the white blood cell count, 
the presence or absence of albumin and the presence or absence of lesions of the 
mucous membranes in reported cases of this syndrome are definitely worth while 
diagnostic aids. 

Dr. Becker’s case is an interesting one. I am bound to say that we still feel 
that if definite evidence of erythematous lupus can be established in any case the 
condition should not be placed in the category of the so-called Senear-Usher 
syndrome. 


NITRITOID REACTIONS DUE TO TRYPARSAMIDE 


OF A CASE 


REPORT 


FRANCIS A. ELLIS, M.D. 
BALTIMORE 


Nitritoid reactions due to tryparsamide apparently are unusual. 
(’Leary and Becker’ and Silverstein * each reported a case in 1926. 
Dr. Robertson,* of Merck and Company, Inc., had reports of 2 cases in 
his correspondence files of 1930. Cormia* mentioned 3 cases, the first 
of which occurred in 1934. Astrachan and Franks * described typical 
nitritoid reactions following the use of tryparsamide in a case in which 
generalized erythema with localized urticaria also developed. In view 
of the relative infrequency of the occurrence of nitritoid reactions after 
the administration of tryparsamide the following case is reported. 


REPORT OF CASE 


History.—J. J. J.. a white man aged 46, was admitted to the Baltimore City 
Psychopathic Hespital on July 14, 1933, because he had shown eccentric behavior 
and was restless, overactive, distractible and somewhat euphoric and expansive. 
These symptoms had been noticed three months before he was committed. He 
was a railroad engineer who had seldom lost a day from work. His past history 
was essentially unimportant, except for a pessible initial lesion twenty-five years 
previously, for which he had not received any antisyphilitic treatment. 


Physical Examination—The pupils were somewhat irregular in contour, and 
the left pupil was slightly larger than the right. They were not reactive to light, 
and the vision was 20/20 in each eye, with no restriction of the visual fields. The 
chest was moderately emphysematous. The heart was within normal limits. 
The rhythm was regular, and nc abnormal sounds were heard. The blood pressure 
was 120 systolic and 84 diastolic. The abdomen showed nothing remarkable. The 
extremities presented a slight tremor, moderately hyperactive deep reflexes and some 
incoordination. The mental examination revealed, besides the symptoms mentioned 


1. O'Leary, P., and Becker, S. W.: Further Observations in the Treatment 
of Neurosyphilis with Tryparsamide, M. J. & Rec. 123:305, 1920, 

2. Silverstein, J. D.: Observations on Tryparsamide Therapy in Neuro- 
syphilis, Lancet 2:693, 1926. 

3. Robertson, D. F.: Personal communication te the author, 

4. Cormia, F. E.: (a) Tryparsamide in the Treatment of Syphilis of the 
Nervous System, Brit. J. Ven. Dis. 10:99, 1934; (b) Allergy to Tryparsamide, 
Queries and Minor Notes, J. A. M. A. 106:1224 (April 4) 1936; (c) Nitritoid 
Reaction Following an Injection of Tryparsamide, Arch. Dermat. & Syph. 39: 
349 (Feb.) 1939, 

5. Astrachan, G. D., and Franks, A. G.: Nitritcid Reaction Following an 
Injection of Tryparsamide, Arch. Dermat. & Syph. 38:949 (Dec.) 1938. 
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previously, that the orientation as to time and space was good, but there were 
definite disturbances of speech (dysarthria), such as stammering and rolling of 
the r’s, in the pronunciation of stock phrases. The serologic tests for syphilis 
gave positive results, and the spinal fluid showed 23 cells per cubic millimeter, 
globulin (3 plus), a Kolmer reaction of 44410 and a mastic curve of 555543000, 


Treatment.—The patient was given malarial treatment in the fall of 1933, and 
from February 1934 to March 1939 he received one hundred and forty-eight 
injections of tryparsamide, of 3 Gm. each. Only after he had received the hundred 
and thirteenth injection did he begin to experience mild vasomotor reactions, 
characterized by a flushed feeling about the face and neck and a dilation of the 
superficial vessels in this area, including those of the sclera. After subsequent 
treatments the symptoms became more severe. In addition to the mild symptoms, 
there was a tight or constricted feeling in the chest, accompanied by a moderately 
severe cough which was cnly slightly productive. There was also a throbbing 
sensation about the head. 

The more severe reactions lasted thirty to forty-five minutes, during which 
time the blood pressure readings seldom varied more than 10 mm. of mercury 
from the normal. Epinephrine did not seem to lessen the attacks appreciably, 
whether given at the time of treatment or during the reacticn. 

The last treatment given on March 21, 1939, deserves to be recorded in detail. 
The patient was given 2 Gm, of tryparsamide, and five minutes later there was 
definite flushing about the face, including the scleras.. He had a feeling of 
impending disaster and a tight sensation in the chest. In ten minutes he began 
to cough and then to vomit. Soon after this he complained of a severe cramplike 
pain in the abdomen, which was followed by involuntary movements of the bowel 
and bladder. The vomiting continued for about ten minutes, and in another thirty 
minutes the flush about the head diminished and the patient felt more composed. 
The blood pressure and the pulse varied slightly during the attack. 

Result of Treatment—Early in the course of therapy routine tests of the 
blocd for syphilis were negative and during the subsequent period of treatment 
the tests were negative, while the results of examination of the spinal fluid 
remained unaltered except for the cell count, which quickly returned to normal. 

The abnormal physical findings, such as the pupillary changes, the hyperactive 
reflexes and the disturbances of speech, remained stationary, but the patient made 
good adjustment and, at the time of writing, is working satisfactorily as a fireman. 
The treatment has resulted in an apparent arrest of the neurosyphilis in spite cf 
the unaltered abnormal condition of the spinal fluid. 


COMMENT 


A case of severe nitritoid reaction due to tryparsamide is reported. 
Mild reactions of this type are being seen more frequently than 
formerly. 


104 West Madison Street. 


bis 

| 

| 

| 

| 

| 

| 

a 

; 

| 

| 

% 


(LACCID PARAPLEGIA FOLLOWING THE DIAG- 
NOSTIC USE OF FREI ANTIGEN 


HARTHER L. KEIM, M.D. 
AND 
ROGERS F. WAKEFIELD, M.D. 
DETROIT 


Neurologic complications following the administration of serums and 
vaccines are fortunately uncommon. However, with the present day 
almost universal use of the parenteral method of introducing therapeutic 
and prophylactic agents, an increasing number of paralytic accidents is 
being reported. The clinician who makes the injection is well aware 
that it may be followed by a local or systemic reaction but usually gives 
little thought to the possibility that paralysis may at any time closely 
supervene on this common procedure. This almost complete disregard 
of such a probability prevails despite the fact that the nervous system 
is known to be extremely susceptible to a number of noxious substances. 

The two procedures most frequently indicated are both prophylactic. 
Since the earliest vaccinations complications involving the central ner- 
vous system have been recognized, although comparatively little attention 
has been accorded such accidents until recent years. Since the appear- 
ance of Lucksch’s * report in 1924 of 3 cases of postvaccinal encephalitis, 
there have been a growing literature on the subject and a reawakened 
interest in the study of its causative mechanism. This syndrome is char- 
acterized by a definite incubation period of ten to twelve days, hyper- 
acute onset, headache, vomiting, fever, paralysis and death in from 35 
to 50 per cent of the cases. When recovery occurs it is usually complete. 
The syndrome may occur at any age but is unusual during the first year 
of life, as there seems to be a relative immunity against nervous com- 
plications in early infancy. Numerous other types of postvaccinal com- 
plications involving the nervous system are recorded, with transverse 
myelitis occurring next in frequency to encephalitis. 

Neurologic complications following the prophylactic administration 
of rabies vaccine have been known since the days of Pasteur. The types 
of involvement include encephalitis, myelitis, ascending paralysis and 
neuritic syndromes, with fatal outcome in 30 per cent of the cases of 


Read at the Sixty-Second Annual Meeting of the American Dermatological 
Association, Inc., Monte-Bello, Quebec, Canada, June 3, 1939. 
1. Lucksch, F.: Balaternimpfung und Encephalitis, Med. Klin. 20:1170 


(Aug. 24) 1924. 
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ascending paralysis and in 5 per cent of the cases of myelitis. The 
relative frequency of paralytic accidents after prophylaxis for rabies js 
attested by Remlinger’s* report of 202 cases collected from the liter- 
ature between 1927 and 1937. 

Similar accidents following almost all the usual therapeutic and 
prophylactic procédures have now been recorded. Robinson,’ in bring- 
ing the literature up to date, listed most of these noxae. Accidents have 
followed the injection of tetanus antitoxin, diphtheria antitoxin, scarlet 
fever antitoxin, scarlet fever toxin for prophylaxis, antipneumonococcic 
serum, serum for tuberculosis, antimeningococcic serum, staphylococcus 
vaccine and typhoid vaccine. Neurologic sequelae have also followed 
the intravenous injection of evipan for general anesthesia, the introduc- 
tion of cocaine derivatives into the subarachnoid space for spinal 
anesthesia, the injection of emetine hydrochloride for amebiasis and gold 
salt therapy. Robinson’s case was one of paralysis of peripheral nerves, 
with foot drop coming on twelve days after the prophylactic adminis- 
tration of 0.5 cc. of typhoid-paratyphoid A and B vaccine. Almost com- 
plete recovery had ensued fourteen weeks later. 

Young,‘ in reporting a case of paralysis of the axillary nerves fol- 
lowing tetanus antitoxin, recorded 47 cases of neurologic complications 
following injection of serum and only 3 following injection of vaccines. 
Leahy * reported a fatal case of ascending paralysis following closely 
on the administration of a proprietary cold vaccine. Death occurred 
seven days after the onset of symptoms. 

In a recent communication Bennett® called attention to paralytic 
accidents following the administration of prophylactic horse serum, 
adding 5 cases to the 115 cases already reported. The common site of 
involvement in this syndrome is the upper brachial plexus, the charac- 
teristic Erb-Duchenne scapulohumeral palsy being produced. Recovery 
is the rule. Bennett discussed in detail the medicolegal aspects of such 
sequelae. More recently Coons and Kirk’ have recorded 2 additional 


2. Remlinger, P.: Deux cent deux accidents paralytiques du_ traitement 
antirabique par la méthode d’ Hégyés et leur cause, Bull. Acad. de. méd., Paris 
118:419 (Dec. 7) 1937. 

3. Robinson, L. J.: Neurologic Complications Following Administration of 
Vaccines and Serums: Report of Case of Peripheral Paralysis Following Injection 
of Typhoid Vaccine, New England J. Med. 216:831 (May 13) 1937. 

4. Young, F.: Peripheral Nerve Paralysis Following Uses of Various Serums: 
Report of Case and Review of Literature, J. A. M. A. 98:1139 (April 2) 1932. 

5. Leahy, W. R.: Death Following Closely upon Administration of Cold 
Vaccine, U. S. Vet. Bur. M. Bull. 6:506, 1930. 

6. Bennett, A. E.: Horse Serum Neuritis, J. A. M. A. 112:590 (Feb. 18) 
1939, 

7. Coons, J., and Kirk, G.: Serum Disease with Special Reference to Poly- 
neuritis, Ohio State M. J. 35:390 (April) 1939. 
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cases of this type of paralysis which followed prophylactic injections of 
teixnus and scarlet fever antitoxin. The patients recovered completely 
in twelve and fifteen months, respectively. These authors directed atten- 
tion to the frequency of involvement of the upper extremities, especially 
the right side of the shoulder girdle. Bennett and Coons and Kirk 
stressed the fact that most of the reported cases are from France, with 
comparatively few references to this type of accident in the English 
and American literature. 

Paralytic accidents also follow or are associated with known virus 
diseases, with or without the apparent benefit of injection. Marsh * 
called attention to the tendency of certain virus diseases, such as measles, 
varicella, mumps, rubella, variola and whooping cough, which do not 
primarily involve the nervous system, to bring on disorders of nerve 
tissue. Herpes zoster is occasionally accompanied or followed by 
paralysis. Schuback*® described herpes zoster in association with 
Landry’s paralysis in a woman aged 62. Worster-Drought and 
McMenemey '° reported paresis of the upper motor neuron type fol- 
lowing herpes zoster. Recently Grindon*’ recorded 3 cases of herpes 
zoster with generalized eruption. In 1, paralysis of all the muscles 
of the left side of the face developed eleven days after the onset of the 
herpes zoster. 

Marinesco and Grigorescu’s ’* patient was a youth aged 20 who 
presented a swelling in the groin which was diagnosed as due to lympho- 
granuloma venereum. The intradermal reaction of Frei was positive. 
Treatment was begun with the monkey brain vaccine of Ionesco- 
Mihaiesti. Two ampules was given daily until twelve ampules had been 
administered. Each injection was accompanied ‘by a slight local reaction 
and headache. One week after the last injection, which was given 
thirteen days after the first, numbness and disorders in motility of the 
lower extremities appeared. On the following day sensation was gradu- 
ally lost in the legs, and complete paraplegia supervened. Disorders of 
the rectal and urinary sphincters were present, together with headache, 
profuse perspiration, vomiting and articular pains. The patient’s tem- 


8. Marsh, F. B.: Some Interesting Facts Concerning Virus Diseases, South. 
Med. & Surg. 97:624 (Nov.) 1935. 

9. Schuback, A.: Herpes zoster und Landrysche Paralyse, Ztschr. f. d. ges. 
Neurol. u. Psychiat. 123:424, 1930. 

10. Worster-Drought, C., and McMenemey, W. H.: Paresis of the Upper Motor 
Neurone Type Following Herpes Zoster, J. Neurol. & Psychopath. 14:52 (July) 
1933. 

11. Grindon, J., Jr.: Herpes Zoster with Generalized Eruption: Report of 
Three Cases, Arch. Dermat. & Syph. 39:867 (May) 1939. 

12. Marinesco, G., and Grigorescu, D.: Guérison d’un cas de paraplégie flasque 
postvaccinothérapique chez un malade atteint de la maladie de Nicolas-Favre, Rev. 
neurol. 63:713 (May) 1935. 
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perature was 100.4 F, Examination of the spinal fluid revealed 17 
cells and positive Nonne-Apelt and Pandy reactions. The Wassermann 
reaction was negative for both spinal fluid and blood serum. A second 
lumbar puncture a week later revealed 7 cells, increased albumin and 
the presence of globulin, Within three months function was completely 
restored, The authors concluded that the paraplegia was the result of 
an invasion of the central nervous system by the virus of lympho- 
granuloma venereum and that the patient was cured by the vaccine, 
They did suggest, however, the possibility that the disease may have 
reawakened some other infection, The paraplegia in this report has so 
many features in common with the neurologic accident herein recorded 
that we shall have occasion to discuss further the interpretation of this 
flaccid paralysis, 
CLINICAL PICTURE 

The paralysis may involve any segment, level or division of the 
nervous system, The extent and seriousness of involvement vary from 
palsy of a single peripheral nerve to fatal meningo-encephalitis, the latter 
most frequently following vaccination against smallpox and rabies. The 
most commonly encountered sequence of events begins with a sudden 
or gradual onset of flaccid paralysis of the lower motor neuron type, 
often simulating the so-called ascending paralysis of Landry. Symptoms 
usually appear within fourteen days, suggesting an incubation period, 
and seldom recur on repetition of the original procedure, Accidents of 
this kind have not been reported in children less than 1 year old, and 
they are of infrequent occurrence until after the age of 5, With involve- 
ment of peripheral nerves the prognosis is good, recovery taking place 
within two weeks to eighteen months, The outlook is not so favorable 
when the nervous involvement is associated with encephalitis, as death 
is the rule in 35 to 50 per cent of the cases, Treatment is entirely sup- 
portive and symptomatic, as no specific therapy has been proposed with 
the possible exception of the use of convalescent serum from persons 
recently vaccinated, This serum has been used with some success in 
cases of encephalitis following vaccination against smallpox, Atrophy 
usually follows in patients who survive but does not make its appearance 
until several weeks after the onset of the paresis, and it may be perma- 
nent. 

REPORT OF A CASE 

History.—A, B., a Negro aged 43, was admitted to the hospital on Jan. 15, 
1939, because of general muscular weakness and facial paralysis. He had been 
working regularly and apparently was well until January 9, when he noticed a 
slight weakness of both arms and legs and a feeling of fatigue after moderate 
physical effort. As there was neither discomfort nor pain, he continued his work, 
which consisted of boarding railroad cars for inspection and cleaning. Near the 
end of that working day he found it difficult to climb the steps and even more 
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dicvult to open the doors. He described the situation as similar to a dream in 
wioch he had full control of his senses and an appreciation of the kind and amount 
ot work to be done but was unable to make his muscles perform normally, At 
no time were there sensations of pain or even tingling, and no numbness was 
noticed. After a walk of a few blocks to his home and a short rest, the fatigue 
iccned, and he spent the evening reading and talking, the unusual events of 
the day forgotten, The following day he reported for work as usual but quit at 
noon, finding climbing almost impossible and his grip so weak that he could not 
manage the mop wringer, The next three days were spent at home, and no 
change in his muscular weakness was noted, though he did not attempt any work 
about the house. On the following morning, January 14, he was unable to get 
out of bed without aid and was incapable of shaving. At this time his wife 
commented on the uneven action of his facial muscles and the peculiar nasal tone 
of his voice, During this time he felt well and had no loss of appetite, and his 
sleep was undisturbed, Twenty-four hours later, however, he had some difficulty 
in swallowing, was too weak to care for himself in any way and so was brought 
to the hospital, 

The patient had reported to the social hygiene division of the Detroit depart- 
ment of health on Dee, 29, 1938, and had given a history of a penile lesion of 
two weeks’ duration and a right inguinal bubo of three days’ duration, Examination 
at that time disclosed a small erosion of the prepuce and associated inguinal 
adenopathy, which was of the “shotty” type except for one slightly tender walnut- 
sized gland in the right groin, Dark field examination on that and the following 
day revealed no Spirochaeta pallida, The Frei test, in which 0.1 cc. of mouse 
brain antigen was injected intradermally, on December 29 gave a positive reaction 
after forty-eight hours, and the Wassermann reaction was strongly positive. A 
diagnosis of late latent syphilis and early lymphogranuloma venereum was made, 
and antisyphilitic treatment was started on Jan, 3, 1939. This consisted of the 
injection of 0.04 Gm. of mapharsen that day and 0,06 Gm. on January 6, after 
which the patient failed to return, 

Physical Examination.—The patient did not appear to be acutely ill and was 
moderately well developed. He answered questions quickly and intelligently, was 
well oriented and made no complaints of discomfort. The erosion on the prepuce 
previously referred to had undergone involution, leaving a small pliable linear 
scar, and the larger gland in the right groin was not found, However, generalized 
“shotty” adenopathy was present in all palpable areas. The neurologic examina- 
tion disclosed the most important findings, which included a weakness of all the 
skeletal muscles so great that active motion of either arms or legs against slight 
interference was impossible, Bilateral Bell’s palsy was present, more pronounced 
on the right, with a resulting nasal tone to the speech. The tendon reflexes were 
diminished, and the presence of Babinski and Chaddock signs on the right was 
questionable, The sensations in the joints were greatly diminished in both the 
upper and lower extremities, but the vibratory sensations were normal, as were 
also those of touch, heat and cold. The only points of tenderness were in the 
calves, and they were elicited by heavy and prolonged point pressure. The tem- 
perature was 98.4 F., the pulse rate 90 and the respiratory rate 20, The blood 
pressure was 120 systolic and 80 diastolic, 

Laboratory Tests—A blood count showed 15.5 Gm. of hemoglobin, 5,030,000 
red cells and 6,900 white cells. The blood smear revealed 16 per cent nonfilamented 
polymorphonuclear leukocytes. The Wassermann reaction of the blood was strongly 
positive, 
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The urine showed 9.138 mg. of lead per thousand cubic centimeters but no 
arsenic, No arsenig was found in a twenty-four hour stool specimen. 

The spinal fluid was clear and contained 8 cells, a trace of globulin and 71,5 
mg. of dextrose. The Wassermann reaction was negative and the gold curve flat, 

Course.—The record of progress during four months was encouraging, though 
not dramatic, for there was continuous improvement readily and_ intelligently 
noted by the patient himself. Each day he had some change to report, and if at 
times these were more apparent to him than to the examiners, they were con- 
sidered significant as to prognosis. In only one respect was any physical regression 
observed, and this manifestation was a slowly developing atrophy of the skeletal 
muscles, most marked in the muscles of the shoulder girdle. 

During the two months of hospitalization the patient remained cheerful and 
comfortable. His chart showed normal daily records of temperature, pulse and 
respiration, and his appetite and sleep were those of an average resting man, After 
the fourth day it was possible to demonstrate some return of active muscular 
motion, beginning with the fingers and wrists. The progress of this activity in 
relation to actual muscle groups was difficult to follow accurately, as return to 
nearly normal function was extremely gradual and slow. However, by the tenth 
day in the hospital (January 26) there seemed to be no difficulty in swallowing 
and there was enough strength to allow movement of arms and legs. For the 
next two weeks these movements became stronger, fatigue was obviously less and 
he could slowly turn from side to side without aid. At this time a second examina- 
tion showed that the spinal fluid was normal. Specimens of urine and stool showed 
no arsenic. Again there appeared to be a period of such gradual change that no 
accurate notes could be made. This period ended with the announcement by the 
patient on the morning of February 18 that he could hold his cup and raise it 
to his mouth, It was of interest to note that he did this with his left hand, in 
which muscular strength returned more rapidly than in the right, even though 
he was normally right handed. No such asymmetry was present in the lower 
extremities, as both legs seemed to gain active motion and improvement at the 
same time. 

During the following two weeks there was daily improvement, enabling him to 
sit up and swing his legs over the side of the bed, and by March 3 he could 
stand alone. It was during the next week that he made his only complaints, 
describing a dull ache in the thighs and calves. As this was relieved by a short 
rest in bed, it was inferred that it was due to overactivity of muscles so long quiet. 
Within the next few days he was walking about the ward, taking care of all his 
needs and not easily fatigued. An examination at this time showed definite 
wrinkling of the right side of the forehead, an increase in the tendon reflexes and 
normal joint sensations, The aforementioned atrophy, particularly of the shoulder 
girdle, was strikingly apparent. His strength was sufficient for most purposes 
about the ward but still much less than one would expect of a man of his develop- 
ment. He could walk, stoop, kneel, pick up light objects and talk normally, but 
he could not rise from a chair unaided, nor could he do so at the time of discharge 
from the ward on March 25. 

The patient was not seen again until May 12, 1939, when he presented himself 
for a follow-up examination. He stated that during the preceding weeks he had 
been well and had noted a gradual increase in strength to the extent that climbing 
stairs was again possible, though slow. He had not returned to work, as he felt 
it would be impossible to carry the cleaning implements while climbing the car 
steps, as would be necessary on his regular job. His daily routine at home had 
been normal and uneventful. 
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+) examination it was found that his weight was the same as at the time of 
nissal from the hospital and 19 pounds (8.6 Kg.) less than when he was taken 
ill. There was nothing unusual about his gait or speech, and his mental reactions 
appeared to be normal. There were two rather obvious evidences of muscular 
weakness, one involving the facial muscles on the right and the other affecting those 
of the back and thighs. The first was apparent about the mouth, where some 
flaccidity was still present on the right, and the second was even more obvious, as 
he braced himself with his hands and struggled for twenty to thirty seconds to rise 
from a chair, It was interesting to note that this rather difficult feat caused 
neither discomfort nor fatigue. 

Neurologic examination revealed a diminished biceps reaction on the right 
and hyperactive knee jerks on both sides. The abdominal reflex on the right was 
definitely less than that on the left, and the cremasteric reflexes could not be 
elicited. Sensory perceptions were unaltered. 


DIFFERENTIAL DIAGNOSIS 

The fact that this patient had a latent syphilitic infection and received 
two intravenous injections of mapharsen makes it impossible to state 
with absolute certainty that neither of these factors was concerned in 
his neurologic accident. However, critical examination of the available 
evidence seems to rule out so completely the possibility of syphilis of 
the central nervous system and polyneuritis from mapharsen that the 
intradermal injection of the Frei antigen must be assumed to represent 
the etiologic trigger mechanism. 

Opposed to syphilis as the cause are the following facts: 1. No 
clinical evidence of syphilis was present. 2. As false positive serologic 
tests occur with lymphogranuloma venereum, no incontestable evidence 
of the presence of syphilis existed, 3. Syphilis rarely produces motor 
neuronitis. 4. Examination of the spinal fluid five days and again four- 
teen days after the accident revealed no changes diagnostic of syphilis 
of the central nervous system. 5. Recovery ensued without benefit of 
antisyphilitic therapy. 

Opposed to mapharsen as the cause are these facts: 1. Neuritis 
as a toxic manifestation of intolerance of arsenic uniformly occurs after 
repeated doses of the drug. 2. Reports of cases of acute ascending 
flaccid paralysis of the Landry type following the injection of mapharsen 
have not been found, 3. During the past ten years more than 400,000 
intravenous injections of mapharsen have been given at the social hygiene 
division of the Detroit department of health with no neurologic signs of 
intolerance. 4, Arsenic could not be recovered from the stool by the 
method of Bang. 

Lead poisoning was not thought to be a possible cause, as there was 
no vocational contact, no stippling of the red blood cells, no lead line on 
the alveolar margin and no lead demonstrable roentgenographically in 
the radius. 
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The complete denial of alcoholic excess and the absence of clinical 
evidence of avitaminosis make these possible causes seem remote, Like- 
wise, poliomyelitis need scarcely be considered in the differential diag- 
nosis, as the flaccid paralysis occurred in midwinter. Also, elevation of 
temperature, systemic symptoms and suggestive changes in the spinal 
fluid were absent. 

The clinical features previously described, together with the positive 
reaction to the Frei antigen, apparently established the penile lesion 
and draining adenitis as manifestations of lymphogranuloma venereum. 
However, the clinical experience with the mouse brain lymphogranuloma 
venereum antigen of Binkley and Love’ casts some doubt on the 
specificity of the test in this case, although we have accepted the diag- 
nosis of abortive lymphogranuloma venereum as best explaining the 
clinical features and subsequent course of the disease for which this 
patient sought help. The complete absence of such systemic symptoms 
as articular pains, headache, fever, vomiting and other evidence of intoxi- 
cation, which occurred in Marinesco and Grigorescu’s '* case, strongly 
suggests that we were not dealing with a systemic invasion of the virus, 
with involvement of the central nervous system. 

That complications may follow the use of human diagnostic antigen 
was recognized by Frei‘ in a recent communication when he warned: 
“On account of the possibility of generalized or focal reactions, it is not 
advisable to make the test in peracute stages of the disease or in cases 
in which suppuration occurs near the peritoneum.” 

It is accordingly our opinion that the date of onset (eleven days 
after the intradermal injection of the Frei mouse brain antigen), the 
character and course of the paralysis and its striking similarity to 
neurologic accidents following the use of other virus vaccines convine- 
ingly establish the diagnostic injection of the antigen as the trigger 
mechanism responsible for the precipitation of flaccid paralysis in the 
case under discussion. 

Marinesco and Grigorescu concluded their report by saying: “Con- 
sequently the paraplegia in the present case was probably a manifestation 
of Nicolas-Favre’s disease. At any rate it is believed that this case brings 
up the problem of the possible relation between Nicolas-Favre’s disease 
and certain clinical radiculomedullary episodes.” We are inclined to 
agree with these authors that the motor paralysis in their case was the 
result of the invasion of the central nervous system by the virus of 
lymphogranuloma venereum. The acute stormy onset, with a rise in 


13. Binkley, G., and Love, W.: Mouse Brain Lymphogranuloma Venereum 
Antigen: Clinical Experience at Cleveland City Hospital, Arch. Dermat. & Syph. 
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temp crature, articular pains, headache and vomiting, strongly suggests 
4 systemic invasion by this virus. Their substantiating arguments are 
drawn from experimental work done with animals, which tends to 
demonstrate the generalization tendency and the neurotropic action of 
this virus, and also from clinical manifestations observed in various 
analogous cases. They referred, however, to a reported case of lympho- 
granuloma venereum in which four injections of Ionesco-Mihaiesti’s 
vaccine were followed by serious transitory meningeal disorders. 

They also suggested that, according to a second hypothesis, the 
paraplegia was caused by some infection which was reawakened by 
lymphogranuloma venereum. The facts favoring this possibility, they 
stated, were the negative Frei reaction, the changes in the cerebrospinal 
and articular fluids and their failure to recover the virus of lympho- 
granuloma venereum in the body of an ape eleven days after intra- 
peritoneal and intracerebral inoculation. It is unfortunate that these 
authors did not state the exact date that the Frei test was performed 
or the date of the inauguration of vaccine therapy, for apparently all 
symptoms referable to the nervous system made their appearance after 
the Frei test and after commencement of treatment with the Ionesco- 
Mihaiesti monkey brain antigen. As recovery is to be expected when 
peripheral nerve involvement alone follows vaccinal or parenteral pro- 
cedures, it seems unfair to credit indubitably Ionesco-Mihaiesti’s 
antigen with complete restitution of function in three months. It appears, 
on the other hand, that the facts available lend equal plausibility to 
the supposition that the antigen may have, as in our case, precipitated 
the symptoms referable to the central nervous system. 


ETIOLOGIC MECHANISM 


The exact etiologic mechanism of these neurologic accidents is not 
known. Pathologic material, except in cases in which death followed 
the use of antirabic vaccine, is scant and throws little light on the 
pathogenesis. Several theoretic explanations have been proffered, 
usually concerned with the material injected, but as nothing is common 
to them all, not even the preservative, it would seem that factors other 
than the substance used merit some theoretic attention. 

In those cases in which the reaction is associated with serum sick- 
ness, perineural edema occurring locally as a part of general urticaria 
is assumed to cause pressure on blood vessels, with resultant ischemia 
and damage to nerves, Bennett * favored this hypothesis to explain the 
paralysis in his cases of neuritis caused by horse serum. However, Dr. 
L. H. Ziegler, in discussing Bennett's report, suggested that such a single 
etiologic concept should not be retained too tenaciously and stated that 
he had the feeling that these complications might be due to some unusual 
local toxin or virus. Also, as Young * pointed out, in many cases they 
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occur without associated or previous serum disease, and in cases jn 
which serum reactions appeared the paralysis came on ten to fifteen days 
after the subsidence of the serum reaction. Gordon*® favored the 
explanation of a specific neurotoxin in the serum plus “shock” from the 
introduction of a foreign protein. 

Robinson,’ in attempting to attribute to a common cause the 
neurologic complications following the use of so many different sub- 
stances, considered a chance virus contamination, the foreign protein 
and the preservative added to the material used. He rather favored the 
last possibility and suggested that it would be of interest to record the 
preservative used in the serum or vaccine administered. (A 0.4 per 
cent solution of phenol was the preservative used in the commercial 
mouse brain Frei antigen administered in the case here reported.) 

The explanation usually forthcoming for accidents following the use 
of rabies vaccine concerns the suggestion that an attenuated rabies virus 
disease is transmitted by the vaccine. On the other hand, Koritschoner 
and Schweinburg '® expressed the opinion that the foreign substance 
administered was responsible for paralytic accidents in man. They were 
able to produce flaccid paralysis in rabbits after inoculation of emulsions 
of sterile human brain prepared according to accepted methods of pre- 
paring antirabic vaccines. Hurst,’’ however, was unable to substantiate 
their claim after extensive experimental work with human, monkey, 
guinea pig and sheep brain emulsions. He said that the injections of 
such emulsions hardly do more than stimulate into activity some latent 
factor or factors which are truly responsible for the nervous disability. 

In discussing the nature of postvaccinal encephalitis, the writer of 
an editorial in The Journal of the American Medical Association * 
advanced three theories: 1. The vaccine virus is the direct cause of 
postvaccinal encephalitis. 2. Vaccination induces activation of some 
other virus latent in the body. 3. The encephalitis is the clinical expres- 
sion of a local allergic (anaphylactic) reaction of the central nervous 
system in which the virus acts as a sensitizing agent. 

Several meritorious objections have been suggested opposing the 
first theory. Encephalitis occurs in a relafively small proportion of the 
vaccinated persons, whereas generalization of the vaccine virus occurs 
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‘ularly after vaccination. Furthermore, the vaccine virus is rarely 
found in the spinal fluid of patients suffering from postvaccinal accidents. 
\iso, the view that this disease is due to the vaccine virus does not 
lain its frequent incidence in certain countries. 

The other two hypotheses both assume a certain susceptibility on 
‘ie part of the patient, and this personal hypersensitivity appears to us 
to be the one common denominator on which these neurologic accidents 
nay be most satisfactorily explained. Postvaccinal accidents not infre- 
quently show a familial incidence, affecting several members of a family, 
whether the vaccinations have been performed simultaneously or at 
intervals. This obviously indicates the importance of a constitutional 
factor. Because of such observations, Thomsen '® expressed the opinion 
that a definite personal predisposition seems to be necessary for the 
development of postvaccinal encephalitis. It would seem then that the 
cause of these neurologic accidents does not lie in the kind of vaccine 
or serum used or in any particular property of that vaccine or serum, 
but rather that a constitutional factor must play an important role. It 
is our belief that this personal predisposition must serve as the keystone 
for any plausible theoretic explanation of neurologic accidents occurring 
six to fourteen days after the use of so many different therapeutic and 
prophylactic procedures. 

Several years ago one of us,”° in discussing “erythema of the ninth 
day,” called attention to Milian’s*' theory of biotropism. Milian 
attempted to explain this postarsphenamine symptom complex and 
similar clinical phenomena as the result of the reawakening of a latent 
infectious process under the influence of physical, chemical or mechanical 
agents. The effect of such irritative or stimulating action so changes 
the organism that it attains the faculty of reactivating to virulence and 
vitality the latent micro-organism, with the production of numerous and 
diverse accidents. This aspect of biotropism is commonly observed in 
inedical practice, and Milian expressed the opinion that many such acci- 
dents are erroneously designated as toxic manifestations, colloidal upsets 
or allergic reactions. Many of them closely simulate the contagious 
exanthemas, and Milian said that the carriers of such cutaneous rashes 
have in earlier life become immunized against these diseases either by 
recovery or by contact. Thus, immunity, he said, is interrupted or 
temporarily destroyed by a great number of medical procedures. 

In attempting to explain the pathogenesis of ninth day erythema, 
due consideration was given to the theory of biotropism, but, frankly, 
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the concept seemed so improbable and speculative that the more realistic 
explanation of its etiologic mechanism on an allergic basis was conceded, 
However, in the light of subsequent experience and in view of the 
revolutionary implications of recent work on viruses, notably Stanley’s 22 
isolation and crystallization of virus protein and Cowdry’s ** elucidation 
of inapparent virus diseases, Milian’s theory of biotropism takes on 
added significance. It supplies a synthetic, if hypothetic explanation of 
the etiologic mechanism of post-therapeutic and prophylactic neurologic 
accidents. 

Stanley’s isolation of several virus proteins from tissues diseased 
with different viruses and the demonstration that these virus proteins 
possess highly characteristic physical, chemical, biologic and serologic 
properties serve as additional justifications for relating virus activity to 
protein. This work definitely indicates that the virus proteins are in 
fact the viruses themselves, and in the present state of our knowledge, 
we are forced to conclude that the protein molecule may actually possess 
certain properties, such as the ability to reproduce and to mutate, prop- 
erties formerly held to be characteristic of living things. In other words, 
the concept concerning the causation of numerous virus diseases may 
have to be revised. These diseases may conceivably be due not to living 
agents but to a specific protein molecule which in itself is incapable of 
multiplying although it may function as an infectious agent when placed 
in symbiosis with normal cells. Rivers,?* in discussing the twentieth 
century concept of viruses, expressed the opinion that there is no 
adequate reason why inanimate agents cannot induce infectious diseases. 
There may be under way a process of becoming aware of a new sort of 
living infectious agent. Rivers stated that, in regard to the nature of 
viruses, there are three possibilities. Some of the viruses may be 
infinitely small living organisms, the midgets of the microbic world, 
possessed of a nature similar to that of living entities of sorts already 
known, such as bacteria, and differing only in size; others may represent 
unfamiliar forms of life, while still others may be inanimate transmissible 
incitants of disease. One, two or all three of these possibilities may be 
found to hold. Still more startling is the possibility that some infectious 
agents may turn out to be fabrications of their hosts! 
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In the light of such a present day conception of viruses and virus 
ceases, Milian’s *! theory of biotropism loses much of its mysticism, 
id Cowdry’s ** interpretation of inapparent viruses helps formulate a 

vorking hypothesis to understand better a great number of clinical facts 

yhich have heretofore defied acceptable interpretation. For some years 

« has been known that attempts to pass pathogenic viruses through 

animals in an effort to increase their virulence have awakened inapparent 

viruses in these animals. As long ago as 1923 Rivers and Tillett *° 
attempted to isolate the virus of chickenpox by injecting blood from 
patients with chickenpox into the testicles of rabbits. Several passages 
from rabbit to rabbit were made, and a virus did appear, capable of 
producing distinctive lesions and nuclear inclusions in the skin, cornea 
and testicles of the rabbits. These authors subsequently proved, how- 
ever, that the virus was not that of chickenpox but an inapparent virus 
of rabbits awakened and strengthened by passage. Consequently, in 
attempts to pass pathogenic viruses, investigators now take great care 
to make certain that an inapparent virus is not awakened from a condi- 
tion of dormancy in symptomless animals which appear normal. Cowdry 
cited a number of tragic accidents following activation of an inapparent 
virus. One of his assistants was bitten by an apparently healthy monkey 
and died of paralysis. A hitherto unknown virus was isolated from his 
spinal cord. This virus is easily maintained in rabbits, which it kills. 

Likewise the discovery of the salivary virus by Cole and Kuttner *° 

pointed the way to the recognition of a series of inapparent viruses. 

A conspicuous feature of the modification of salivary duct cells by 
the action of a virus is the formation of inclusions within the nuclei. 
Cowdry suggested that whooping cough perhaps is caused by an awak- 
ened hitherto inapparent virus of the salivary gland acting in cooperation 
with the Bordet-Genou bacillus or Bacillus bronchisepticus, as nuclear 
inclusions resembling those of the salivary glands were found by 
McCordock and Smith *? in the lungs of 18 of 40 patients with whoop- 
ing cough. It is possible therefore that inapparent viruses, which prob- 
ably lurk unnoticed in the bodies of some human beings and of many 
animals, may similarly be geared up in various ways. If this is 
found actually to happen, it may constitute one factor in the as yet 
unexplained differences in individual susceptibility to virus diseases. 
Cowdry expressed the opinion that investigators must entertain the prob- 
ability that inapparent viruses are present in all species of mammals and 
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that perhaps some day they will learn that viruses, by slow adaptation, 
have attained complete adjustment to their hosts. It is also more than 
probable that the viruses responsible for some of the contagious diseases, 
such as measles, mumps and varicella, form part of the biologic environ- 
ment of the human species. All known viruses cause the death and 
disintegration of some host cells. If the cells were not injured suf- 
ficiently to go to pieces, the viruses might remain locked up in them 
and fail to reproduce and spread to other cells by invasion and multi- 
plication until activated by any one of many diverse procedures, such as 
the modus operandi in the neurologic accidents under discussion. 

It is an interesting and striking fact that virus diseases grade from 
extremely dangerous to seemingly harmless conditions. Persons bitten 
by mad dogs who are untreated and contract rabies invariably die. How- 
ever, 100 per cent mortality is extremely rare in human virus diseases, 
and apparently the rate goes down through this group of diseases to 
herpes simplex and warts, which, in themselves, are never fatal. Accord- 
ingly, a true understanding of the action of viruses, particularly the 
action of any individual virus, involves a consideration of the mild forms 
of disease which it provokes as well as the serious ones. The two are 
equal parts of the picture. It is now generally conceded that the virus of 
poliomyelitis is far more common than the proportion of typical cases 
would indicate. In the population of a city probably every child is at 
some time exposed to and infected by this virus. More than 99 per 
cent of these infections are nonparalytic, and many are most likely 
symptomless. The pathologic process of these subclinical infections is 
unknown, but there are suggestions that the virus, which is probably 
strictly neurotropic, multiplies in the olfactory system without pene- 
trating farther into the central nervous axis. In a small proportion of 
those infected, perhaps 1 in 5,000 or 10,000, the virus passes beyond 
the olfactory system and reaches the spinal cord, where it multiplies 
and produces its characteristic lesions. In those who escape the paralysis, 
possibly the virus remains locked up in the olfactory system, and this 
produces the immunity which most adults seem to have. This dual 
personality of the virus relates directly to the hypothesis we are offering 
to explain the paralytic accidents under consideration. The individual 
and his apparently alterable state of immunity to virus diseases in general 
might be considered as the bomb around which these many physical, 
chemical and mechanical agents spark, waiting the opportunity to produce 
an explosion, according to the theory of biotropism. Or perhaps the 
insult in some unknown way produces a rearrangement of the protein 
molecule and, after an incubation period, brings about invasion and 
destruction of host cells in the nervous system. Or the same sequence 
of events, in the light of present day ideas of virus diseases, might be 
explained by a combination of viruses or the nonspecific synergistic 
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cory of Sanarelli.** That the poliomyelitis virus can be accelerated 
‘1 the production of paralysis in the Macacus rhesus monkey has been 
conclusively demonstrated by Toomey.*® This acceleration was accom- 
plished by the addition of enteric toxin to the injected virus, which 
toxin was obtained after growing ordinary colon bacilli, found in the 
castrointestinal tract, on dextrose for ten days. 

Whatever the details of the mechanism of biotropic accidents, it is 
our belief that after a period of incubation following nonspecific injuries, 
the patient responds with an interruption of his immunity by a reactiva- 
tion of inapparent or latent viruses. This state of altered activity results 
in the production of paralytic and other unexplained clinical accidents. 

The eventual proof of such a hypothesis would, it seems to us, 
materially aid in the understanding of such mysterious phenomena as 
serum sickness, the frequent appearance of exanthema-like eruptions 
after the ingestion of drugs and activation of herpes zoster after the 
use of arsenic. 

Obviously, until a great deal more is known concerning the closely 
related immunologic and epidemiologic aspects of virus diseases, such 
explanations are pure theory, but the evidence is there, and we feel it 
should be utilized to help unravel some of these puzzling clinical 
phenomena. 

While many of the newer conceptions of the rapidly unfolding virus 
world seem revolutionary and disturb many accepted ideas of disease, 
we feel as did Levaditi *° when he said: 


It might have been conceivable that pathogenic viruses could take the form 
of pseudocrystals with a fibrous molecular structure, but the discovery of true 
crystals is extremely disconcerting and surprising. Is it possible that virulence, 
mutation, multiplication, specificity and antigenic powers, all of them biologic 
properties and always considered to be “vital” manifestations, could exist in a 
simple crystal of nucleoprotein? I confess that in all my career as a micro- 
biologist I never came up against such an upset of our classic conceptions, but 
the facts are there, and until new discoveries come to complete them we must 
content ourselves with them and assimilate them in order to use the new information 
to understand the nature and mode of action of viruses in general. 


SUMMARY 
Neurologic complications following the administration of serums 
and vaccines are receiving increasing attention. 
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The two procedures most frequently indicted are both prophylactic, 
Vaccination against rabies and smallpox accounts not only for the 
greatest number of neurologic sequelae but also for the more serious of 
these accidents. Paralytic accidents following almost all the usual thera- 
peutic and prophylactic procedures have now been recorded. 

A case of flaccid paralysis which began eleven days after the intra- 
dermal diagnostic use of commercial mouse brain Frei antigen js 
recorded. Almost complete recovery had taken place four months later, 

The causative mechanism of these accidents is unknown. We feel 
that the cause must be sought not in the substances administered but 
in a constitutional predisposition of the person affected. The recent 
work on virus proteins and inapparent viruses, with its revolutionary 
implications, suggests that altered virus activity might help clarify the 
nature of this individual susceptibility. 

We offer the theoretic explanation that after a period of incubation 
following nonspecific trauma of the skin (such as vaccination, injection, 
exanthemas or virus eruptions), the patient responds with an interrup- 
tion of his immunity by a reactivation of inapparent or latent viruses. 
This state of altered activity then leads to the production of paralysis 
and other unexplained clinical accidents. 


10 Witherell Street. 


ABSTRACT OF DISCUSSION 


Dr. Marion B. Sutzpercer, New York: On the basis of analogy and the 
reported occurrence of similar paralyses after various injections, it must be granted 
that there is, in all probability, some connection between the injection of mouse 
brain Frei test material and the occurrence of paralysis in Dr. Keim and Dr. 
Wakefield’s case. Of course, the practical implications of this finding must be 
obvious. One implication is that one must be exceedingly careful never to give 
injections of any kind unnecessarily. The possible medicolegal consequences of 
the relation between serious sequelae of this kind and even apparently innocent 
injections is evident. One must grant that the mechanism by which this form of 
flaccid paralysis is produced is unknown. Perhaps, as mentioned in Dr. Keim 
and Dr. Wakefield’s paper this is a focal “flare-up” phenomenon, well known in 
dermatology and now being classified under many new categories, such as the 
Shwartzman phenomenon, the Sanarelli phenomenon or Milian’s biotropism. These 
are all examples of “nonspecific flare-up.” One knows that in tuberculoderma an 
old quiescent cutaneous test site or the cutaneous lesion can flare up not only when 
the patient is given injections of tuberculin but when other allergens or other 
biochemical agents are injected. There are in dermatology many such examples 
of nonspecific flare-ups. The mechanism of the flaccid paralysis noted may be a 
nonspecific flare-up of some latent infection located in the nervous system of the 
patient. Other such nonspecific flare-ups can be produced experimentally. One 
example is that of old quiescent patch test sites, which flare up when some other 
allergenic agent is applied or injected at a distant site. 

However, there is one point which makes me believe that these flaccid paralyses 
are not simply nonspecific flare-ups in the nervous system. In most of these 
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nevrologie accidents there is an incubation period of six to fourteen days between 
the administration of the trigger agent (like the Frei antigen in this case) and 
the appearance of the local flare-up. This is in contrast to the occurrence in a 
nonspecific flare-up, in which the local reaction usually appears within twenty- 
four to forty-eight hours of the exposure to the trigger agent. Thus there is 
sometimes a nonspecific flare-up of herpes simplex of the lip after exposure to 
sunlight, after the eating of a certain food or after administration of a drug, and 
this usually occurs twenty-four to forty-eight hours after the exposure to the 
eliciting or trigger factor. The six to fourteen day incubation period, tegether with 
the fact that brain material was injected, recalls the investigation of Rivers and 
his co-workers. These investigators found that if one injects into animals first 
a suspension of normal, aged brain material, cr even better a suspension of virus- 
infected pathologic brain material, one can produce flaccid paralysis in the animals. 
The probable explanation of this mechanism is that injection of somewhat denatured 
brain substance produces antibrain or antimyelin antibodies, and these antibodies 
then affect the neurclogic tissue in situ. In other words, the antibodies produced 
by the injections of brain go right to the tissues for which they have an affinity, 
produce demyelination and in that way produce paralysis. It seems to me that 
this may be the mechanism of some of the paralyses and cerebral or neurologic 
accidents which follow injecticns of rabies antigen and now of mouse brain Frei 
test material. 

Dr. JosepH Victor KLAupeR, Philadelphia: I have been interested in the 
relation of trauma to certain diseases of the skin, and I think there is sufficient 
evidence to justify the conclusion that there is a relation between trauma and the 
occurrence of herpes zoster. Herpes zoster occurring after trauma is believed to be 
the result of an ascending infection, the traumatized skin serving as the portal of 
entry for the virus. 

Dr. HartHER L. Kerm, Detroit: I am glad that Dr. Klauder made reference 
to the relation between trauma and herpes zoster. This relation is one of the 
many accidents which leads me to believe that the human body is in a state of 
delicate balance, with a great number of physical, chemical or mechanical factors 
waiting the opportunity to disturb this balance. All are in agreement, I believe, 
that given proper conditions herpes zoster does cccasionally follow an injection 
of an arsenical compound. Likewise, other traumatic episodes not infrequently 
“light up” various latent disease processes, such as syphilis and tuberculosis. 

In this connection it is interesting to note that in 2 of Dr. Netherton’s cases 
the swelling definitely followed trauma. Similarly interesting is the occurrence 
of pityriasis rosea in the family of Dr. Swartz. In 3 members of his family 
who some days before had suffered with a streptococcic infection pityriasis rosea 
developed. Dr. Swartz had neither the infection nor the pityriasis rosea. Might 
not the streptococcic infection have been the trigger mechanism which disturbed 
the balance, allowing pityriasis rosea to develop? I like to think of the body as 
perhaps a bomb around which these many agents are poised ready to supply the 
spark necessary to set off a diverse number of unexplained medical syndromes. 
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“Pruritus ani et vulvae” is a phrase which designates the subjective 
symptom of a disease of the skin. This paper does not include the 
fleeting, nonrepeating pruritus ani et vulvae which may be experienced 
by any person. There is probably no other subject which commands 
greater interest among such a varied and large group of physicians. 
Many of the patients become mental and physical wrecks and acquire 
advanced changes in the skin before they present themselves for help. 

A review of the literature reveals a number of classifications of 
etiologic factors and a wide divergence of opinions as to prognosis, 
treatment and end results. Roentgen ray treatment was unjustly con- 
demned in several articles by physicians probably not familiar with its 
application, 


The following citations principally cover the subject of pruritus ani. 


Bacon * wrote, “The value of surgery in the treatment of pruritus 
ani is indeed problematical.” 

Hirschmann * stated, “I do not believe that there is such a thing as 
idiopathic pruritus ani.” Also, he said that some cases had been 
reported in which the itching had been aggravated after an operation. 

Buie, Bargen and Rankin ® said, “Pruritus ani is a disease. 

At one period, because of certain authoritative influences, many patients 
were subjected to excision of fibrosed or enlarged papillae without 
effect.” They reported that 91 per cent of 3,055 patients with per- 
nicious anal pruritus showed gross changes in the skin characterized 


From Emory University School of Medicine. 

Read before the Section on Dermatology and Syphilology at the Ninetieth 
Annual Session of the American Medical Association at St. Louis, May 19, 1939. 

1, Bacon, H. E.: Anus, Rectum, Sigmoid, Colon: Diagnosis and Treatment, 
Philadelphia, J. B. Lippincott Company, 1938. 

2. Hirschmann, L. J.: Handbook of Diseases of the Rectum, St. Louis, C. V. 
Mosby Company, 1927. 

3. Buie, L. A.; Bargen, J. A., and Rankin, F. W.: The Colon, Rectum, and 
Anus, Philadelphia, W. B. Saunders Company, 1932. 
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,. lichenification. In this series 2,182 (71 per cent) were males and 
x, 3 (29 per cent) were females. In discussing treatment of pruritus 
ani by injection of alcohol, the authors said, “In fact the tissues must 
slough or the relief of itching will be incomplete. . . . Correction 
») such disorders as internal or external hemorrhoids, hypertrophied 
anal papillae or fissure, usually will not produce cure of anal pruritus. 
An occasional patient may be relieved by such methods but such occur- 
rences are infrequent.” 

Stone * observed 200 patients, few of whom were permanently cured 
hy injections of alcohol. Some were relieved for a period of years, 
though the majority had a return of symptoms within six to twelve 
months. 

Pruitt ® described a unique method for guidance in the injection 
of alcohol. 

Tucker and Hellwig* reported clinical and histologic studies of 
43 cases of anal pruritus found among 386 cases of disturbances of the 
rectum. “Histologic study, however, of surgical specimens removed 
from the 343 patients without pruritus revealed that the pathologic pic- 
ture of the anal canal of a patient with pruritus was not different from 
that of the anal canal of a patient without pruritus. Therefore anal 
lesions cannot be regarded as the essential cause of pruritus.” 

Montague * expressed the belief that anorectal diseases are primarily 
responsible for the majority of cases. He also blamed menopausal 
disturbances in an appreciable number of cases. 

Schafer * in 40 cases of severe menopausal and postmenopausal 
pruritus considered estrogenic insufficiency the etiologic factor. He 
advocated general and local 4treatment, including administration of 
estrogens, roentgenotherapy and, as a last resort, gynecologic surgical 
operation. He stated, “Carefully measured roentgen ray treatment 
may be repeated without ill effect, and it seems that such treatment 
gives most satisfactory results.” 

Knowles and Corson ® used autogenous vaccines of Streptobacillus 
faecalis, reporting fair results, 


4. Stone, J.: Surg., Gynec. & Obst. 42:565 (April) 1926. 
5. Pruitt, M. C.: Modern Proctology, St. Louis, C. V. Mosby Company, 1931. 


6. Tucker, C. C., and Hellwig, C. A.: Pruritus Ani: Histologic Picture in 
Forty-Three Cases, Arch. Surg. $4:929 (May) 1937. 


7. Montague, J. F.: M. J. & Rec. 180:63 (July 17) 1929, 
8. Schafer, G.: Deutsche med. Wehnschr. 61:1517 (Sept. 20) 1935. 


9. Knowles, F. C., and Corson, E, F.: Treatment of Pruritus Ani with Bac- 
terial Injections, Arch, Dermat. & Syph. 7:505 (April) 1923. 
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Wise and Sulzberger * said, “. . . the direction of treatment 
of pruritus ani should usually be in the hands of the dermatologist 
because pruritus is a symptom with which he is best acquainted 
and he is the one most familiar with the necessary topical and roentgen 
therapeutic procedures.” 

MacKee*! reported on the roentgen treatment of 210 patients in 
whom the cause was not ascertained. Four patients failed to improve, 
In all the others the itching was arrested in one or two months. There 
were several recurrences. In the majority the recurrences disappeared 
following a few fractional treatments with roentgen rays. 

Castellani ?* in 1927 stressed the importance of fungous infections 
in pruritus ani et vulvae. 

From the surgical standpoint, Frankenthal** claimed successful 
treatment by excision of the involved skin and resection of the perineal 
nerves. For pruritus vulvae he resected the posterior labial nerves. 

From our observations we have concluded that the vast majority 
of cases of essential, idiopathic or true pruritus of the anus and vulva 
are due to eczema. In this report lichen simplex, neurodermatitis 
and eczema are considered to be the same. All coexistent local changes 
in and about the anus and rectum and some systemic diseases have been 
listed as causative. We do not subscribe to this belief. The causes 
of eczema of these anatomic parts we believe to be essentially the same 
as those producing eczema of other localities. 

There are an indirect cause and a direct cause for eczema of the 
anus and vulva. The indirect cause is the patient's heredity. We believe 
eczema, asthma, hay fever, urticaria, migraine and, in certain cases, 
pyelitis, arthritis and sinusitis are closely related manifestations of 
hypersensitiveness. Assuming that patients with pruritus of the 
anus and vulva are hypersensitive and through heredity furnish a suit- 
able soil for the development of eczema, we believe a direct cause is 
necessary for the attack. Eczema of the anus and vulva as of other 
parts of the body is activated by numerous agents. We propose to 
classify the direct causes as (1) chemicals (drugs, dyes), (2) clothing 
(wool, synthetic fabrics, rubber), (3) hemorrhoids, (4) diet, (5) heat, 
perspiration and friction and (6) atmospheric conditions. 

We subscribe to the belief that a pathologic condition in the pelvis 
is coincidental with and not causative of pruritus vulvae. Malposition 
of the pelvic organs, ovarian dysfunction and leukorrhea have not 


10. Wise, F., and Sulzberger, M. B.: Year Book of Dermatology and 
Syphilology for 1927, Chicago, The Year Book Publishers, Inc., 1928. 

11. MacKee, G. ‘M.: X-Rays and Radium in the Treatment of Diseases of 
the Skin, ed. 2, Philadelphia, Lea & Febiger, 1927. 

12. Castellani, A.: New Orleans M. & S. J. 79:625 (March) 1927. 

13. Frankenthal, L.: Zentralbl. f. Chir. 51:2484 (Nov. 8) 1924. 
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hecn proved to cause persistent pruritus of the vulva. This belief is 
based on the fact that we have had so many patients with pruritus of 
the vulva who have had excellent treatment directed toward these con- 
ditions with no relief from the itching. Many times have patients 
with pruritus been referred to us with the report that there were no 
visible pathologic changes in the skin, yet on close examination various- 
sized patches of eczema ,were seen on the labia or about the mons. 
Further examination revealed in the majority of patients patches of 
eczema involving distant parts of the body. 

The commonly enumerated pathologic anal and rectal conditions, 
other than hemorrhoids, are not responsible for attacks of pruritus of 
the anus. This conclusion was drawn because of the large number of 
patients who have had one or more operations and reported to us 
that no relief from the itching was experienced. We consider hemor- 
rhoids to be a direct or exciting cause in a hypersensitive person who 
through heredity provides the indirect cause of pruritus ani. Several 
patients reported that they did not have pruritus until hemorrhoidectomy 
or some other anal or rectal operation had been performed. Some of 
the conditions we think resulted from a coincidental attack of eczema 
shortly after the operation. We have proved that other conditions in 
this group were excited by postoperative local medication, for example, 
in cases of hypersensitiveness to nupercaine ointment.'* A number of 
patients stated that they had a period of relief following hemorrhoid- 
ectomy but experienced a relapse of pruritus in a few weeks to several 
months. This fact supports our contention that hemorrhoids are not 
the primary cause of persistent pruritus ani. We believe that in all 
cases hemorrhoids causing untoward symptoms should be corrected. 
However, it is a mistake to assure the patient that a permanent cure 
of pruritus ani (eczema) will follow the operation. Our attention has 
been directed to many patients with pruritus of the anus and vulva 
who had been advised to have an operation on the anus or rectum only. 
The advice had been taken, but relief did not follow. If an operation 
on the anus or rectum for pruritus ani is indicated, would not an 
operation on the vulva for pruritus vulvae, in the same patient, be 
indicated ? 

We think these cases furnish strong support for our belief that 
pruritus ani et vulvae is eczema of the anus and vulva. Eczema is a 
manifestation of hypersensitiveness in the skin and cannot be perma- 
nently cured by operation. In patients with visible eczema who have 
been operated on, one must not confuse the temporary relief following 
rest in bed, sedative medication and freedom from an exasperating 


14. Hailey, H., and Hailey, H.: Dermatitis Caused by Nupercaine, Arch. 
Dermat. & Syph. 36:1084 (Nov.) 1937. 
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environment with cure. This treatment, exclusive of the operation, js 
excellent for eczema. It is in these cases that the symptoms recur 
shortly after operation, as soon as the patient returns to his normal 
environment and former habits. We appreciate the fact that fungi, 
pediculi, parasites, generalized diseases of the skin and some systemic 
diseases account for pruritus ani et vulvae in a few cases, but such 
cases offer no difficulty in diagnosis. 

Patients suffering from pruritus ani present cutaneous changes of 
the perianal region of wide variation. One or more small circum- 
scribed patches of lichenification or a diffuse dermatitis involving all 
of the perianal region may be present. In the diffuse type there are 
radiating hypertrophic folds of skin exhibiting a sodden appearance 
which resembles leukoplakia at the anocutaneous border. A varying 
amount of edema, multiple abrasions and fissures, due to trauma, are 
frequently present. Oozing of serum may be and frequently is present 
during the attacks. Anal fissures are the result of lost elasticity of 
the eczematous tissue. Fissures cause pain and not itching. 

Pruritus of the vulva is represented by many clinical manifesta- 
tions. One or more patches of eczema or neurodermatitis may be 
present or the entire vulva may be involved. There are the dry ery- 
thematous type with or without much edema and the abraded, moist 
type with fissures, especially between the labia majora and the labia 
minora and from the fourchette to the perineum. The amount of 
edema present varies greatly in dry and moist types. Kraurosis repre- 
sents the advanced process and is nothing more than dry chronic eczema 
in the atrophic stage. Frequently leukoplakia is present. Kraurosis 
and leukoplakia occasionally are forerunners of epithelioma. While 
itching is the usual complaint, the sensation is frequently described 
as smarting, biting, burning, tingling, tickling, stinging, drawing 
and crawling. Tuttle ’® remarked, “To the patient, it means agony 
beside which pain would be a pleasure.” 

The histologic picture varies widely with the patient and with the 
duration of the disease. It presents gradations from acute to chronic 
eczema. 

There is no laboratory procedure which is of unquestionable value 
in making a diagnosis of eczema. After eliminating fungous infections, 
pediculosis, trichomoniasis, certain generalized skin diseases, diabetes 
and transient dermatitis venenatay we feel justified in diagnosing per- 
sistent pruritus ani et vulvae as eczema. There are necessarily wide 
variations in the clinical picture of eczema of the body. The poly- 
morphous picture of eczema of the anus and the vulva is accounted 


15. Tuttle, J.: A Treatise on Diseases of the Anus, Rectum, and Pelvic Colon, 
New York, D. Appleton and Company, 1902, p. 569. 
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i. by darkness, moisture, heat, friction, uncleanliness and_ bacteria. 
j} -zema present on other parts of the body, especially the nares, ears 
and scalp, or a history of a previous attack of general or localized 
ecvema is of much value in making the diagnosis. We also think a 
history of hypersensitiveness in the patient or in one or more of his 
immediate blood relations is of confirmatory diagnostic value. Many 
references have been made to cases of pruritus ani et vulvae in which 
there were no visible changes in the skin. We have never seen one of 
these cases. Pruritus precedes local changes in the skin but unless it 
persists these changes (eczema) do not develop and the patient does not 
seek medical attention. If pruritus persists, cutaneous changes (eczema) 
occur, and ultimately the patient consults a physician. 

There necessarily is a preeruptive stage in persistent pruritus, but 
it is of short duration, and, as with pellagra, the patient seldom seeks 
aid before cutaneous changes are noticeable. 

We have observed 105 white patients with pruritus ani et vulvae 
and have noted that many of them, in addition to presenting the chief 
complaint about the anogenital regions, had other lesions located at dis- 
tant points on the body, especially on the arms, fingers, axillas, neck, 
scalp, ears, nares and eyelids. In this series we found that 80 per 
cent showed eczema of other parts of the body. In most instances 
these distant lesions were regarded as inconsequential because the peri- 
anal and/or vulval itching was of such extreme intensity as to make 
any other lesion seem insignificant. On the other hand, a number of 
patients, especially women, consulted us giving as the chief complaint 
eczema of the ears, for example. On being questioned they admitted 
that they suffered also from pruritus of the anus or vulva or both. We 
concluded that the patients, for prudish reasons, did not reveal their 
most pressing complaint but hoped to keep it a secret and get relief 
by using the treatment prescribed for eczema of other parts of the body 
which they did not hesitate to exhibit. 

For a long: time we have been impressed with the relationships 
among eczema, asthma, hay fever, migraine, pyelitis in certain cases 
and other hypersensitive manifestations. 

In obtaining from patients with pruritus a history of manifesta- 
tions of hypersensitiveness in their relatives there are numerous diff- 
culties. Frequently the patient has lost his parents early in life, or 
he has been separated from immediate relatives since childhood, and 
for these and similar reasons he cannot state whether hypersensitive 
manifestations have occurred in his family. In our series a small 
group of patients, through timorousness, fear or embarrassment, denied 
that there had been evidences of hypersensitiveness in their families. 
In a number of instances patients on the first examination could not 
give any instances of hypersensitiveness in their families, but on subse- 
quent visits would report such evidences in one or more immediate 
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blood relations. We believe that the percentage of patients with a 
history of hypersensitiveness in the family would approximate 100 if 
it were possible to obtain a reliable history in every case. In spite of 
these difficulties 60 per cent of the patients of this series told of one 
or more manifestations of hypersensitiveness in the family. This per- 
centage is seemingly high enough to support our contention that there 
is a hereditary basis for pruritus ani et vulvae, or eczema. This heredi- 
tary basis we designate as the indirect cause for pruritus ani et vulvae 
(eczema). To illustrate: 


Fig. 1 (case 4).—Eight year old boy with severe eczema of the anus, penis and 
scrotum, 


Case 1.—A woman had eczema of the elbows and asthma. Her sister had 
asthma and the mother, eczema. Her daughter had pruritus ani et vulvae. 


Case 2.—A father had eczema of the abdomen and buttocks along with pruritus 
ani. His daughter had pruritus ani et vulvae with eczema of the face. Her infant 
daughter had infantile eczema. 


Case 3.—A woman aged 63 with pruritus ani et vulvae (eczema) and eczema 
of several other parts of the body also had asthma, as did a sister and a brother. 
Her mother had eczema. She never knew her grandparents. 


Case 4.—A boy aged 8 had hay fever and severe eczema of the anus, penis and 
scrotum (fig. 1). His mother had hay fever. Both his maternal and paternal 
grandfathers had asthma. 


& 


H AILEY-HAILEY—PRURITUS ANI ET VULVAE 733 


It was an incidental observation that those patients whose history 
r vealed hypersensitiveness in both parents or in one or both grand- 
parents on each side had eczema of a severe type of the anus or vulva. 

In our series it was noted that the youngest patient was 8 years 
of age and the eldest was 76. The average age was 45. Two per cent 
of the patients were between 8 and 19; 18 per cent between 20 and 29; 
22 per cent between 30 and 39 ; 22 per cent (between 40 and 49) ; 24 per 
cent between 50 and 59; 8 per cent between 60 and 69, and 4 per cent 
between 70 and 79. Some authors have placed much stress on the climac- 


; Fig. 2—Man aged 26 with general eczema and nupercaine dermatitis super- 
imposed on eczema of the anus. A maternal uncle died with asthma. 


teric as a causative factor. However, the percentage of patients between 
the ages of 40 and 49 did not indicate that this opinion was correct, for 
the percentage of those in one other age bracket was just as high and 
that of patients between 50 and 59 was even higher. Of the women, 
86 per cent were married and 14 per cent were single or separated. In 
this series of 105 patients, there were 39 men (37 per cent). Of the 
women, 23 (21.9 per cent) had pruritus ani et vulvae ; 14 (13 per cent) 
had pruritus ani only, and 29 (27 per cent) had pruritus vulvae only. 

It is obvious that the percentages would vary somewhat according to 
the specialty in medicine from which the patients are reported. 


a 
2 
— 
| 
: 
: 


734. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The prognosis of pruritus ani et vulvae or eczema of the anus and 
vulva must be guarded just as cautiously as when dealing with eczema 
elsewhere. These patients “go the rounds” in search of a permanent 
cure. Unfortunately a permanent cure cannot be promised, but one 
can offer palliation and a cure of variable duration. Patients who 
have suffered a long time are pathetic and deserve the kindest consider- 
ation and best of treatment. 


Fig. 3—Woman aged 44 with eczema of the vulva and perineum, areas of 
leukoplakia and traumatic abrasions. Mother had pruritus ani et vulvae, and two 
brothers had bronchitis (asthma?). 


TREATMENT 


We do not have any specific treatment for eczema of the vulva and 
anus, nor do we claim to cure the patient permanently. 

In our series of 105 patients with pruritus ani et vulvae treated 
by roentgen rays, good results, which we called clinical cures, lasting 
for variable periods of months to years, were obtained in approximately 
80 per cent. There was improvement in 15 per cent. This group was 
not entirely relieved before treatment was discontinued by the patients, 
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Fig. 4.—Man aged 44 with eczema of the anus. He and his son had hay fever, 
and his paternal grandmother had migraine. 


a 


Fig. 5.—Patient with epithelioma of the left labium majus, pruritus vulvae of 
ten years’ duration, epithelioma within area of leukoplakia and chronic eczema of 
the entire vulva. 
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but they had reported improvement. The results were unsatisfactory 
in 5 per cent. In this group the patients became discouraged and dis- 
continued treatment. Some of our patients in the clinically cured 
group have been well for several years; this we learned when they 
returned for treatment of eczema on other parts of the body. Many 
patients reappeared with mild recurrences, and they were relieved by 
a few treatments. 

Roentgen rays are our most valuable agent in treating eczema of 
the anus and vulva. The last engaged physician should insist on the 
patient furnishing an accurate record of any previous roentgen ray 
treatment. We have known of 2 patients who had unfortunate sequelae 
of roentgen treatment. One of these was given treatment with a machine 
of the pioneer type over a long period. The second was a physician 
who suffered severe burns about the anus and over the buttocks which 
necessitated extensive skin grafting. He was being treated by a fellow 
physician who left the control to answer the telephone, forgot the 
patient and returned twenty minutes later. The result of such negli- 
gence should not be used to discredit the most valuable agent for the 
control and relief of eczema of the anus and vulva, or pruritus ani et 
vulvae. 

SUMMARY AND CONCLUSIONS 


Pruritus ani et vulvae of the essential, idiopathic, persistent or true 
type is the outstanding subjective symptom of eczema of the anus and 
vulva. 

There are indirect and direct causes for pruritus ani et vulvae 
(eczema). 

Hemorrhoids do not cause eczema of the anus except in persons 
who have inherited a predisposition for the development of manifesta- 
tions of hypersensitiveness. Pelvic and anorectal disease has not been 
proved to cause pruritus ani et vulvae (eczema). 

Eighty-four patients (80 per cent) of this series of 105 had patches 
of eczema on other parts of the body when they presented themselves 
for treatment of pruritus of the anus or vulva. This high percentage 
is more than a mere coincidence, 

Heredity is the dominant factor causing pruritus ani et vulvae. 
In spite of the obvious difficulties in obtaining reliable family histories, 
the histories of 63 patients (60 per cent) of this series revealed one or 
more recognized manifestations of hypersensitiveness in one or more 
immediate blood relations. 

Eczema of the vulva and anus has the same prognosis as eczema 
elsewhere. 

Roentgen ray treatment offers the most benefit to the patient. 


Note.—Since the presentation of this paper, we have had 34 addi- 
tional cases of pruritus ani et vulvae. Twenty-one of the patients were 
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women, and 13 were men. Twenty-seven (79.5 per cent) of this series 
ha! eczema on other parts of the body. Twenty-one patients (62 per 
cet) reported a positive family history of eczema, asthma or hay fever. 


478 Peachtree Street, North East. 


ABSTRACT OF DISCUSSION 


Dr. Cart W. Laymon, Minneapolis: Pruritus ani et vulvae, like so many 
other dermatoses, is complicated by having a multiplicity of exciting factors, ren- 
dering the study of the disease more difficult. In reading contributions on the 
subject by physicians in various specialties one is impressed by the variety of 
opinions concerning the cause and treatment. One gynecologist, for example, states 
that in 80 per cent of his cases the disease is due to trichomonad infection, and 
yet dermatologists find that this factor is an uncommon one. I have never been 
convinced that monilial or other fungous infections play much of a role in cases 
of pruritus ani et vulvae in the vicinity of Minneapolis, although others have 
expressed the opinion that the disease is of mycotic origin in a high percentage of 
the cases. I am in hearty agreement with Dr. Hailey that most of the patients 
are only partially or temporarily relieved by hemorrhoidectomy, when indicated, 
or by correction of other proctologic or pelvic abnormalities. Although estrogenic 
therapy is used by some physicians in the treatment of pruritus vulvae, it is of 
limited value. 
To regard pruritus ani et vulvae as eczema is to me logical, for I realize, as 
Dr. Hailey has pointed out, that there is a preeruptive phase in certain cases 
and that many times minimal pathologic changes remain unnoticed on superficial 
examination. It is of course difficult to determine with exactness whether pathologic 
changes of the skin precede the pruritus or whether the pruritus comes first, with 
eczematization following as a result of the presence of one or more of the exciting 
factors Dr. Hailey mentioned, including especially trauma and irritating local 
applications. In any event a hereditary irritability or fragility of the skin must 
be of great importance, the actual disease, regardless of whether pruritus or 
eczematous change comes first, being set off by various causes, both internal and 
external, which are encountered during daily life. This seems to be true of 
eczema anywhere on the body. 
As is well known, it is the opinion of S. W. Becker and others that psycho- 
neurogenous factors are of great importance in various types of eczema. I believe 
that this is especially true in pruritus or eczema of the anogenital region and 
notably so in cases in which the intensity of the pruritus is out of all proportion 
to the visible pathologic changes in the skin. Marital maladjustment resulting in 
frigidity or defense reactions against intercourse, perverted eroticism and non- 
sexual factors productive of nervous tension seem to play an important role in 
many of the cases. Therefore a careful history is necessary in order to evaluate 
all of the diverse etiologic features. Even when these are discovered, however, 
the problems are extremely difficult to solve. My experience coincides with that 
of Dr. Hailey in that roentgen ray therapy properly given and combined with 
suitable antipruritic local applications offers the best relief to the patient, even 
though such treatment may be only palliative. 
Dr. JAMES MITCHELL, Chicago: I agree with Dr. Hailey that hemorrhoids do 
not cause pruritus ani, but I think they lead to applications which cause it. Several 
years ago I wrote a paper on pruritus ani and dermatitis resulting from the use 
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of anusol suppositories, which appeared in The Journal of the American Medical 
Association (101:1067 [Sept. 30] 1933). These suppositories contain resorcinol, 
Since then I have seen a number of patients with a similar condition, the patients 
all being highly sensitized to that drug. 

Differing entirely with Dr. Laymon, I have concluded from my experience 
that monilia is a common cause of pruritus ani. I have photographs of the char- 
acteristic findings. 

Another cause is any one of the ordinary epidermophytons. It is not at all 
unusual to find those. Still another cause is the streptococcus or the enterococcus, 
I recall a patient who had spent three weeks in a local hospital and three weeks 
in one of the best clinics in Chicago and in the course of several years had acquired 
radiodermatitis, all because of a local streptococcic infection. 

All those causes must be taken into consideration, and failing to find anything 
else, one must consider psychogenic, emotional or neurogenic bases. In such cases 
roentgenotherapy will be found better than anything else. 


Dr. CLaupe C, Tucker, Wichita, Kan.: There is no other disease concerning 
which opinions are so diversified as those concerning pruritus ani. The remedies 
and causes given are legion, and the cures are by no means certain. 

In an article by Dr. Hellwig and myself published in the Archives of Surgery 
(34:929 [May] 1937) we stated that pruritus ani was due to skatole, a methyl- 
indole derived from protein by the action of anaerobic intestinal bacteria. Montague 
stated that there are direct and indirect causes: The direct causes include papillae, 
hemorrhoids, infected ducts, fissure and even fistula. We found, by special nerve 
stain, Meissner’s tactile corpuscles at the tip of the anal papillae, beneath the epi- 
thelium. These nerve endings when inflamed may cause itching. Indirect causes, 
include according to Montague, disorders of distant organs (stomach or gallbladder 
for example). Although the series of cases which we reported in 1936 numbered 
only 43, I believe we now have at least 200. In more than 1,000 cases in which 
we have made a histologic study of hemorrhoids and inflammatory lesions of the 
anal canal, the pathologic picture in no way was different from that in the cases 
of pruritus. 

I believe that there are four stages of pruritus: (1) extensive inflammation, 
(2) epidermoid proliferation, (3) atrophy of the epidermis and sebaceous glands 
and (4) epithelial defects. 

In the treatment, first meat is taken from the patient’s diet. Second, all the 
pathologic conditions of the rectum are removed, so that there is no leakage oi 
skatole into the folds of the skin with consequent dermatitis, All the pruritic tissue 
is undercut from the anorectal line to the tissue beyond the involved area on the 
outside of the skin. As the vulva is involved in many cases, it is also undercut. 
Rubber dams are placed throughout the incised area and removed after forty-eight 
to fifty-two hours. 

A patient with pruritus in the third and fourth stage is informed that it may be 
necessary to undercut the nerves a second or a third time before the skin will 
return to normal. 

Pruritus in the first and second stages is cured usually by a single operation. 


Dr. CLarK W. Finnervup, Chicago: Since learning of this paper of Drs. Hailey 
and Hailey, I have gone over a number of records, and I find that I have paid 
too little attention to family histery with regard to hypersensitiveness. I have 
found much less incidence of true eczema. I think that Dr, Hailey, as he 
explained, has used the term eczema in a very broad sense and that in a large 
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‘ber of these cases he isn’t dealing with eczema but with traumatic dermatitis 
ondary to simple pruritus or to a preexisting mycotic infection or to one par- 
ly of bacterial nature. 

i am sure mest dermatologists regard pruritus ani et vulvae as a symptom of 
smmerous pathologic states. The fact that practically all of the patients, at least 
. large percentage of them, are persons of so-called nervous temperament is out- 
tanding. I have had occasion to observe them practically from the onset and 
lave been impressed with the fact that frequently there is in the beginning no gross 
change in the skin, or at least very little. 

| have noticed that the correction of foci of infection, when pcssible, and the 
aid of the proctologist and gynecologist in the correction of rectal and vaginal 
abnormalities, to say ncthing of the importance of keeping the parts scrupulously 
clean, satisfactorily solved the problem in many instances when the usual topical 
applications, inclusive of roentgen therapy, have failed. 

A few years ago Dr. Cannon impressed me with the fact that, even though at 
first it aggravated the dermatitis somewhat, he insisted that temporarily at least the 
patients with pruritus ani use soap and water freely after each bowel movement. 
[ have since insisted on that in many instances and cbserved that, although keeping 
these parts scrupulously clean frequently in the beginning aggravates the dermatitis, 
not uncommonly it is a simple measure for markedly benefiting these patients. 

Dr. HAMILTON MontcoMERY, Rochester, Minn.: Drs. Hailey and Hailey found 
that 80 per cent of their patients had dermatitis elsewhere—a fact which would 
tend to exclude these cases from the true idiopathic group. The entire skin of the 
body is examined in all patients seen in the dermatologic section at the Mayo Clinic, 
and it is my impression that over 80 per cent of those with pruritus ani et vulvae 
have no evidence of dermatitis elsewhere. I should exclude from the idiopathic 
group cases such as Dr. Williams and I reported in which pruritius ani et vulvae 
was associated with dermatitis of the ear or the occasional cases in which it is 
associated with fungous or allergic manifestations occurring elsewhere on the body. 
The majority of cases of pruritus ani would fall, I believe, in the so-called neuro- 
genic group, although Dr. Buie would emphasize the factor of a bacterial toxin 
circulating from the anal crypts. Fungi may occasionally play an etiologic role 
in cases of pruritus vulvae as well as of pruritus ani. Dr. Buie has had patch tests 
and intracutaneous tests made in many simple cases of pruritus ani, and very few 
have revealed any significant allergic reactions. In my experience hemorrhoids 
played a minor role. Histologically one can see changes in the skin long before they 
are recognizable clinically, and these changes are essentially those of a lichen Vidal 
or localized neurodermite. 

In regard to psoriasis and leukoplakia, I have yet to see a case of true atrophy 
of the anus without there having been a history of previous radiotherapy. The use 
of injections of alcohol in conjunction with hospitalization and rest in bed is very 
beneficial in cases of severe pruritus ani. 

It is important to distinguish pruritus vulvae with cr without lichenification 
from leukoplakia and from true kraurosis. In kraurosis there is marked atrophy 
of the vulvar parts with atresia of the orifice. Leukoplakia does not differ from 
that occurring in the mucous membranes of the mcuth and the penis and is asso- 
ciated with malignant change in at least 20 per cent of the cases. Pruritus vulvae 
with lichenification and soggy, macerated skin should be distinguished from leuko- 
plakia. When any of these conditions occur at the time of the menopause, the 
administration of estrogenic substances is often of decided benefit. 


Dr. J. L. Kosacker, Toledo, Ohio: Dr. Hailey issued his warning to sur- 
geons, proctologists and gynecologists. Fortunately he left internists out, so I 


i 


q 

% 

. 


740 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


take courage to menticn briefly a group of patients who may easily be missed 
and who may be classified in the neurogenic group or possibly in one of the other 
groups improperly and therefore receive treatment which is neither indicated nor 
likely to meet with much benefit. I refer particularly to that group of middle- 
aged or elderly sclerotic persons who have no evidence of true diabetes but who, 
on institution of more intensive investigation, will prove to have hyperglycemia, 
Nowhere, I believe, in recent literature has particular attention been paid to this 
group. 

It is a universal practice to examine the urine, perhaps repeatedly, immediately 
on the patient’s complaint of pruritus ani or vulvae, and if the results do not suggest 
the presence of sugar the physician is usually satisfied that diabetes does not exist, 

A moderately atherosclerotic woman of 55 on two occasions within a year and 
a half, on suffering from severe pruritus vulvae, had requested her physician to 
investigate the question of glycosuria because cf the family history of diabetes, 
In both instances the urine was negative on repeated examinations, and she was 
reassured. Eventually she was sent to a dermatologist, who administered roent- 
genotherapy. After she had suffered for two and one-half years, her blood was 
finally subjected to analyses for sugar, and it was found that, although at no time 
did she have glycosuria, her blood in periods of fasting always contained approxi- 
mately 240 to 250 mg. of sugar per hundred cubic centimeters. 

Several such patients have made their appearance and have been promptly relieved, 
in some instances even within a week or two after proper control of their blood 
sugar. Oftentimes, despite the fact that they have no glycosuria, they require 
fairly large amounts of insulin to control their blood suzar properly. 


Dr. JosepH GrinvoNn Sr., St. Leuis: I also believe that what Dr. Hailey so 
broadly classed as eczema would prove to be moniliasis, epidermophytosis or strep- 
tococcic infection. In other cases it is neurogenic and may be accompanied by licheni- 
fication as a result of long-continued scratching. In that case the lichen is not 
responsible for the pruritus, but the pruritus is responsible for the lichen. 

To illustrate the neurogenic element, I have in mind 2 patients, brother and 
sister belonging to a neurotic family, The brother was a man of good income, 
but it was exceeded by his expenses. As he was conscientious, he was much dis- 
tressed. He came to me fer various applications which gave temporary relief. 
Finally, a friend died and left him $5,000, which enabled him to clear himself of 
his debts. His visits to me ceased, and he has had no return of the pruritus. The 
sister was worried over a choice between two opposing and mutually exclusive 
courses of action. She also was conscientious and could not determine which course 
to adopt. I had a long talk with her, the burden of which was that there was 
no such thing as antagonistic duties, and if one course was plainly her duty, the 
other could not be. Thus I led her to a conclusion as to which was her duty, and an 
hour’s talk apparently cured her pruritus vulvae. 

One cause of pruritus ani briefly alluded to is the presence of pinworms, 
Oxyuris vermicularis. It is a cause also of pruritus vulvae. I recall two women 
(both physicians’ wives) who were troubled for a long time with pruritus due to 
pinworms, During sleep, the pinworms crawl out of the anus, over the perineum 
and up into the vulva. Treatment for the pinworms relieves the condition. 

Dr. Wrtt1am Howarp Hattey, Atlanta, Ga.: Time will not permit a discussion 
of the various points raised. We know that the threshold of nerve stimulation in 
the Negro is low. Dr. W. E. Person, professor of proctology at Emory University, 
told me that he had never seen pruritus ani in the full-blooded Negro. I think 
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i. observation supports the belief that there is a neurogenous element in the 
development of eczema of the anus and vulva. 

Our scheme of treatment is, whenever possible, to place the patient at rest. 
A record of any previous roentgenotherapy is obtained. The patient is given 75 
to 90 roentgen units. This is repeated in two to five days and thereafter given as 
indicated at weekly intervals. The joint use of a 3 to 5 per cent solution of silver 
nitrate and ultraviolet rays from a cold quartz mercury vapor lamp has proved 
valuable in treatment. Sedatives and ovarian extract are beneficial in selected cases. 
A cream containing 3 to 5 per cent of solution of coal tar N. F. is helpful. This 
was suggested to me for infantile eczema by Dr. Clinton Lane of this city. After 
definite improvement this cream is replaced by 5 to 10 per cent pine tar and 2 
per cent salicylic acid in an ointment base containing mutton suet. In general, 
eczema of the anus and vulva must be treated symptomatically. The physician 
should not feel apologetic for a condition in a patient which has occurred through 
heredity and for which he cannct promise a permanent cure. 
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EPIDERMODYSPLASIA VERRUCIFORMIS 
(LEWANDOWSKY-LUTZ) 


FRED WISE, M.D. 
AND 
D. L. SATENSTEIN, M.D. 
NEW YORK 


Under the title “A Case of a Hitherto Undescribed Skin Disease, 
Epidermodysplasia Verruciformis,” Lewandowsky and Lutz?! in 1922 
published an article describing an eruption in a woman aged 29 who had 
had innumerable and widespread warty growths scattered over the body 
since early infancy. During the subsequent decade, 22 additional 
instances of presumably the same disease were recorded in foreign 
journals. These were collected and discussed by Maschkilleissen* in 
1931. From that date to the present, 6 more cases have been recorded, 
of which the first 3 are European and the last 3, including our own, 
were encountered in the United States. This makes a total of 28 cases 
of dermatoses more or less resembling the original. In some the diag- 
nosis was established by microscopic studies, while in others the diagnosis 
was based merely on the patient’s history and the clinical manifestations. 

In view of the fact that a complete review of the literature to 1933, 
by Freudenthal and Spitzer,* is available in Jadassohn’s handbook, we 
deem it unnecessary to devote time and space to a discussion of the 
already voluminous publications dealing with this and related dermatoses. 
The following observations are, however, pertinent. 


1. A survey of the literature shows that in only about one half of 
the 28 recorded cases does the disease seem to correspond in essential 
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tails with the condition described by Lewandowsky and Lutz. " As 
ir as can be determined from the fragmentary and incomplete reports, 
setween 14 and 16 of them appear to be cases of extensive, disseminated 
verrucae planae and verrucae vulgares or of aberrent forms of Darier’s 
dyskeratosis follicularis. 

2. An unequivocal diagnosis of epidermodysplasia verruciformis and 
its differentiation from other congenital and acquired anomalies of the 
skin can be established only by means of histologic investigation. 

3. Clinically, the disease in individual cases may show superficial 
resemblance to juvenile flat warts, common warts and a rare dermatosis 
described by Hopf * as acrokeratosis verruciformis. Several authors 
mention its similarity to Darier’s dyskeratosis follicularis and to lichen 
planus, but in our opinion both can be readily excluded on clinical 
grounds alone. This holds true also for a group of other dermatoses 
which certain authors contend should be taken under consideration in 
differentiated diagnosis; among these is the papular and reticulated 
papillomatosis of Gougerot and Carteaud.° 

4. In the majority of the authentic cases of the dermatosis, there 
is a history of parental consanguinity. In most instances, the eruption 
appeared shortly after birth or at some time before puberty. The derma- 
tosis therefore belongs in the group of congenital nevoid anomalies of 
the skin—a genodermatosis, characterized by a peculiar form of dysplasia 
of the epidermal elements of the skin. Hidaka suggested the name 
“congenital dyskeratotic verrucae.” 

5. In several instances, the eruption was associated with common 
warts on the hands and feet and in adults with epitheliomas, most often 
affecting the skin of the face, predominantly the forehead and temples. 
The incidence of the epitheliomas arising directly from implicated tissue 
has led some authors to regard the disease in the light of a precancerosis, 
analogous in some respects to Bowen’s disease. 


CLINICAL PICTURE 


Although the clinical differential diagnosis between epidermodysplasia 
verruciformis and other eruptions is an item of much discussion in the 
reported cases—in fact, a rather labored point—we are of the opinion 
that the uncomplicated examples present such well defined clinical fea- 
tures that the consideration of differential diagnosis is more or less 
academic. The trained dermatologist will be apt to recognize the eruption 
by inspection and by the patient’s history. 


4. Hopf, G.: Morphologische und pathogenetische Untersuchungen iiber 
primare Keratosen, Arch. f. Dermat. u. Syph. 167:344 (Jan. 20) 1933. 

5. Gougerot, H., and Carteaud, A.: Neue Formen der Papillomatose, Arch. 
f. Dermat. u. Syph. 165:232 (April 22) 1932. 
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The eruption is polymorphous and appears usually shortly after birth 
or at some time before puberty. In most instances, a history of parental 
consanguinity is obtained. It is in essence a verrucous dermatosis, char- 
acterized by a striking profusion of flat-topped warty lesions, many of 
which, especially those on the face and neck, closely resemble juvenile 
plane warts. Those on the trunk and extremities are usually much larger, 
firmer and more infiltrated than are juvenile warts, and they tend to 
become confluent, forming elevated lichenified plateaus. When the 
lesions are untreated and soap and water are avoided, their surfaces 
become covered with thin, grayish white, friable and easily detached 
scales. A tendency toward eczematization has been noted in several 
instances. 

The papular elements are distributed most profusely on the face, neck 
and extremities and are most prominent on the backs of the hands and 
feet. Almost the entire torso may be implicated, but in most cases the 
lesions on the trunk are few and scattered. The distribution is strikingly 
symmetric in the majority of instances. 

The individual papular elements vary in diameter from 2 to 6 mm., 
and the plaques formed by their confluence attain a diameter of 15 mm. 
The smallest papules occur on the face and neck; the largest, on the 
hands, forearms and feet. They are firm and elevated and have sharply 
marginated borders; some are round, others oval and others polygonal; 
for the most part they are flat topped, and scales can be scratched off 
their summits. Removal of the scales results in minute bleeding points. 


They may be grayish, pink or brown, depending on their location and 
the changes caused by topical applications and other therapy producing 


desquamation. 
In some instances, the eruptions are accompanied by ordinary warts, 
most of which are located on the dorsal and palmar aspects of the hands 
and fingers and on the soles. These are usually isolated and attain the 
size of a French pea. 
In 3 adults, epitheliomas developed at the site of preexisting warty 
lesions on the forehead and temples. 


DIFFERENTIAL DIAGNOSIS 


Of the various congenital nevoid diseases already mentioned, the one 
which is most apt to come under consideration in clinical differential 
diganosis is acrokeratosis verruciformis of Hopf. As described by Hopf, 
this disease consists of an anomaly of cornification producing massive 
conglomerated warty formations, confined for the most part to the 
dorsal aspects of the hands and feet. Hopf’s article contains a compre- 
hensive study of both the clinical and the histologic aspects of differ- 
ential diagnosis. 
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REPORT OF A CASE 


listory—M. T., a man aged 23, single, born in the United States, of Italian 
parcntage, had an eruption which had existed since infancy. He became an 
orpian during early childhood and did not know if his parents were related to 
each other. No other members of his family had had any noteworthy cutaneous 
diseases. He had four brothers and two sisters. 

The patient had always been in good health. His parents noticed the eruption 
when he was 2 or 3 years old. He had been under irregular treatment, chiefly 
in various dispensaries and clinics in New York, for fifteen to seventeen years. 
At times, the underlying warty eruption was complicated by an eczematous 
dermatitis. His treatments consisted chiefly of radiotherapy, medication by 
injections and a great variety of topical applications. None of these had any 
beneficial effect. The patient believed that the eruption attained its present extent 
at the age of puberty and had manifested but little progress since then. Within 
the past seven or eight years, however, scattered scale-covered papules, together 
with ordinary warts had appeared, chiefly on the hands and feet, and had given 
rise to considerable discomfort. Up to the time that the true nature of the 
eruption was established, the treatment had been directed toward the eradication 
of the widespread warty lesions which had existed since infancy. 


Physical Examination—The patient was well nourished and of normal build 
and intellect. Physical examinations and routine laboratory investigations dis- 
closed no abnormalities. 

The eruption affected chiefly the scalp, face, neck and upper and lower 
extremities, including the palms and soles. On the trunk, the eruptive elements 
were few and widely scattered. The axillary and genital regions, the lips and 
the buccal and anal mucosa were unaffected. On the scalp, the warty growths 
were few and widely disseminated. The face, especially the forehead, cheeks 
and chin, was almost completely covered by small papules, but the nose and 
adjacent skin were relatively free of the eruption. In some areas the individual 
papules were fused, forming a mosaic. 

The most prominent and profuse eruption affected the backs of the hands and 
the forearms, producing the picture of lichenification. On the backs of the hands 
and fingers, the individual lesions were so confluent that the original papule 
formation was scarcely discernible. In addition to the primary elements, there was 
a pronounced superimposed hyperkeratosis in these areas. On the thickened palms, 
the lesions were more scattered and widely separated. 

On the flexor and extensor surfaces of the wrists and forearms and on the 
external surfaces of the arms, extending from elbows to shoulders, the papules 
were scattered, tapering off from wrist to elbow. One of the forearms showed 
an annular disposition of the warty elements, and in a few areas the arrangement 
was suggestive of a linear conformation. Lesions which were indistinguishable 
from ordinary warts were present under the free margin of the nails, on the backs of 
the fingers and hands and on the palms and soles. These common warts were 
strikingly different in appearance from the surrounding flat warts. The nails 
were normal. 

The eruption on the feet, legs and thighs was similar in appearance and 
general distribution to that described on the upper extremities, but the lesions 
were much less numerous. There were a more pronounced hyperkeratosis and 
fusion of individual elements on the anterior aspects of the ankles than on other 
areas. The soles were hyperkeratotic and were the seat of a few scattered large 
ordinary warts. The eruption was most pronounced on the midareas of the shins 
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Fig. 1—Scaling papules, resembling juvenile flat warts. 


Fig. 2.—Lichenified areas produced by fusion of papular elements. The nails 
are unaffected. 
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calves and on the external aspects of the thighs. On and below the knees, 
papules were more isolated and scattered. On the buttocks there were a few 
‘ated papules, while the skin of the chest, abdomen and back was almost entirely 


sia ffected. 

The primary lesions varied in size. The smallest elements measured from 1 to 
2 «am. in diameter and were for the most part polygonal, round and oval. The 
educs were well defined, and the surfaces of the papules were flat. These smaller 
papules were located chiefly on the scalp, face and neck. On the extremities, the 
papules attained a diameter of 3 to 6 mm. and had rounded and polygonal edges, 
with flat tops and superimposed grayish scales. Their consistency was firm. 

Most of the lesions, notably those on the hands and feet, were capped with thin, 
grayish white, friable scales which could be easily detached. When gently 
removed with a curet, the underlying surface had a dry granular appearance, while 
more forcible use of the curet produced minute capillary bleeding. None of 
these elements could be shelled out with the curet, as can be done with ordinary 


Fig. 3—Isolated and fused scale-covered papular elements on anterior surfaces 
of the forearm and hand. Note the broken circular group. 


warts. The color of the papules varied in different localities: on the face, they 
were reddish brown, and on the hands and feet, reddish gray, while those on the 
arms, thighs and legs were pink. These variations in the amount and character 
of the scaling, as well as in the color and superficial appearance of the papules, 
were more or less affected by the use of soap and water and by inunctions of oint- 
ments. When the patient refrained from cleansing and anointing those lesions, they 
soon assumed a scaly and dirty grayish appearance. The skin surrounding the 
papules and the larger mosaic plaques appeared to be normal but somewhat hyper- 
pigmented. The texture and color of the skin on the torso were normal. 

Histologic Examination—In an effort to obtain lesions in different stages of 
development, six pieces of tissue were removed at intervals, over a period of one 
and one-half years, for microscopic study. Rather than to describe these individ- 
ually, it is better to indicate the various phases in the development of the process 
as evidenced by the changes noted. 

The earliest phase showed an acanthosis, fairly well marginated against the 
surrounding unaffected tissue. The granular layer was increased, and the basal 
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zone contained clear cells and pigment. The horny layer was unchanged, although 
in more advanced specimens it was hyperkeratotic and parakeratotic and still 
later it showed clear or empty spaces surrounded by a horny substance, 

In all sections the basal layer of the acanthotic epidermis contained a number 
of clear cells, the nuclei of which were eccentric or wholly pushed to one side. 
In the nonacanthotic (clinically normal) portions of the epidermis, the basal 
zone also contained clear cells, and the intercellular spaces were studded with 
pigment granules. Aside from some thickening of some of the collagen bundles, 
the cutis showed no noteworthy changes. 


Fig. 4.—Lichenification and scaling produced by fusion of papular elements. 
The nails are unaffected. 


In all sections there was an acanthosis which raised the elementary lesion above 
its surroundings, pushing down the underlying cutis. The acanthosis varied in 
thickness from five to ten times that of the normal epidermis and ranged from 
ten to twenty papillary bodies in extent. It was sharply differentiated from the 
nonhypertrophied epidermis and appeared as an exaggeration of the architecture 
of the normal epidermis. 

The rete pegs were broadened and in places fused, and the underlying papillary 
bodies, where present, were narrowed and in a few places elongated. The basal 
margin was sharply outlined and contained clear cells and granules of pigment. 
The surface epidermis was rather wavy, with indentations, and in its greater 
part was covered by an increased horny layer, which filled the indentations and 
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armly attached to the epidermis. In most of the sections the granular layer was 


Wa 
-ased in extent and in places occupied about one third of the thickness of 


the epidermis. 

These sections resembled the structure of flat juvenile warts and probably 
represented the early developmental changes of the dermatosis. 

In the further evolution of these lesions, beside the acanthosis with its increased 
granular layer, there were changes in the cellular elements of the upper portions 
of the epidermis. In some sections, groups of altered cells were scattered irreg- 
ularly ; in others, they were present in the superficial portion of the entire acanthotic 
epidermis. Such altered cells were in places confined to the upper layers, and 
in other places they extended downward, approaching the basal cell zone. The lower 
prickle cells were somewhat crowded together and retained their normal shape, 
and the prickles and lymph canals were everywhere retained. 


Fig. 5.—Fully developed lesion of long duration, showing the entire -papule 
(x 58) with its regular acanthosis, covered by a loose, netlike horny layer. Par- 
tially or totally empty (clear) cells make up the outer zone of the acanthosis. 


The affected cells were rounded, larger than the unaffected neighboring cells, 
and, instead of being flattened and arranged parallel to the surface, as in the 
normal epidermis, they retained the general outline of the cells of the mid prickle 
cell zone. Nearer the surface of the epidermis, the alterations of the cells became 
more pronounced. In the lower layers, a fine reticulum replaced the cell body; 
the cytoplasm did not take any stain, and the nucleus was unaffected. Near the 
surface, this reticulum of spongioplasm gradually broke up into shreds and finally 
became transformed into fine granules, some of which were in the cell cavity and 
others attached to the cell membrane. In these cells the nuclei were larger than in 
the surrounding cells; they later shrank and finally broke up into granules or 
dust, leaving the cell as an empty or clear space, surrounded by a somewhat 
thickened cell membrane. The prickles in the lower layers were at first retained, 
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but as the cellular disintegration progressed they completely disappeared. In 
some places, only the clear spaces marked the sites of preexisting cells. 

Various stains were used in an effort to demonstrate evidences of chemical 
cellular degeneration, with negative results. Among the stains were sudan IT], 
hematoxylin and eosin, Van Gieson’s stain, Masson’s trichrome stain, polychrome 
methylene blue and Weigert’s elastic tissue stains. 


Fig. 6—High power (x 900; oil) of the outer part of the epidermis of the 
specimen shown in figure 1, illustrating the different stages of disintegration of 
the epithelial cells, with loss of prickles and terminating in empty (clear) cells, 
with granules on the thickened cell membrane. 


The alterations in the hcrny layer varied according to the evolutionary changes 
in the lesions. Early lesions showed simple hyperkeratosis. In later lesions, the 
horny layer in some of the sections was thickened and closely adherent to the 
epidermis; in others, it lay loosely on its outer surface and in places was marked 
by a pronounced parakeratosis. In the mcst mature lesions, the horny layer was 


| 
bad 4 A 
= = 


VERRUCIFORMIS 751 
-eased in extent. Instead of being laid down parallel to the surface, it appeared 
. coarse network, enclosing empty spaces. These spaces could be traced directly 
jownward to the disintegrating cells of the upper epidermis. 


i 
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Fig. 7—Base of acanthotic zone (x 900; oil), showing clear cells, as in 
figure 6. 


Summary of Histologic Changes——The outstanding changes were: (1) the 
acanthosis, with the disintegration, predominantly, of the outer cells of the epidermis 
in the acanthotic zones; (2) various stages of the breaking up of the cell bodies 
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and of the nuclei, terminating in complete disappearance of the cell contents and 
leaving only the cell membranes, and (3) the existence of clear cells in the basal 
zone of the acanthotic epidermis and of the unaffected (clinically normal) 
epidermis. 


Fig. 8—Part of clinically normal-appearing skin (x 900; oil), showing in 
the basal layer clear cells with nuclei pushed to one side, with no disintegration. 


That these disintegrating cells were not a manifestation of Léloir’s 
“altération cavitaire” is indicated by the lack of corroborative findings of 
an inflammatory process or of increased fluid content of the epidermis. 
A benign type of dyskeratosis can be excluded, because none of the cell 
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holies showed evidence of keratinization, but, on the contrary, they 
tended to break up and disappear. They were not part of malignant 
dy-keratosis, as there was no evidence of activity in the nuclei of the 
cells. The lack of staining in the changing and changed cells tends 
to eliminate any form of a degenerative process. The cell changes can- 
not be classified as any known type of degeneration; the process was 
a gradual distintegration and final breaking up, first of the cell body and 
later of the nucleus, with total disappearance of the cell contents. 

The presence of clear cells in the basal cell zone of the active lesions, 
as well as in the clinically normal skin, cannot be explained except on 
the basis of a nevoid change, manifested by a dysplasia of the epidermal 


cells. 


COM MENT 


Reference has been made to 2 cases, besides our own, encountered in 
this country. The first recorded example was demonstrated by Ander- 
son® before the Los Angeles Dermatological Society as a case for 
diagnosis, in April 1934. The same case, that of a woman aged 19, was 
again presented by Anderson in October 1934, with a tentative diagnosis 
of epidermodysplasia verruciformis, a diagnosis with which Goecker- 
man concurred. There is little doubt about this being a genuine example 
of the disease. 

The second recorded case is that herein described, and the third was 
demonstrated by Sullivan * before the Atlantic Dermatologic Conference 
in December 1938. 

In agreement with most authors, we recognize the dermatosis as a 
separate disease entity. The clinical manifestations differ in many 
respects from those of any other dermatosis, and the histologic changes, 
while not pathognomonic, are unquestionably characteristic; in fact, in 
the opinion of several authors they are unique. 

The roentgen ray therapy administered to our patient produced only 
a temporary improvement, manifested by a flattening of the papules and 
an absence of scaling. When radiation therapy was stopped, the eruption 
regained its original appearance. Other forms of treatment proved 
equally futile. Similar temporary improvement, followed by recurrences 
of the disease, is emphasized by several authors who ran the gamut of 
antiwart procedures, including radiotherapy, inoculations of emulsions 
derived from active lesions, arsenic, bismuth and even mental suggestion. 


200 West Fifty-Ninth Street. 
57 West Fifty-Seventh Street. 


6. Anderson, N. P.: A Case for Diagnosis, Arch. Dermat. & Syph. 30:371 
(Nov.) 1934; 31:269 (Feb.) 1935. 

7. Sullivan, M.: Verrucae Planae Juveniles (?) of Eighteen Years’ Dura- 
tion: Multiple Intraepidermal Epitheliomas, Arch. Dermat. & Syph. 39:899 
(May) 1939, 
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ABSTRACT OF DISCUSSION 


Dr. Witt1aAM H. GorcKeRMAN, Los Angeles: I happened to see the patient 
that Dr. Anderson presented before the Los Angeles Dermatological Society some 
years ago. I admit he was the first one to call my attention to the rather elaborate 
name applied to the cendition by Lewandowsky and Lutz. I did not recall it by 
that name even in retrospect and could not recall having seen such lesions, | 
gather from what Dr. Wise and Dr. Satenstein have said that at first blush, 
especially when the lesions are limited, they suggest the possibility of juvenile 
warts. I think all who saw the patient that Dr. Anderson presented knew that 
the condition was not just warts but did not know the disease by this particular 
name. I am glad indeed to ncte that Dr. Wise and Dr. Satenstein lay such marked 
emphasis on the fact that this is a genodermatosis. The impression at the time 
of Dr. Anderson’s presentation was that it probably belonged in this ‘category. 
This condition was also manifested a few months ago by a young woman who 
came into my office. She had a rather characteristic appearance on the dorsa of 
both hands and on one jaw. In addition, extending on the same side from the 
spinal column down one arm was a characteristic and pronounced verrucous 
linear nevus. The nevus seemed to extend pretty well down onto the hand, but 
as it came onto the hand the morphologic character seemed to change to this 
type of lesion. [I thought that this was strong evidence that it was a genetic 
dermatosis rather than some inflammatory disturbance of the skin. 

Dr. ArtHUR M. GrEENWoopD, Boston: I should like to ask Dr. Wise if he does 
not think in view of the histologic changes that this may be a possible virus 
infection. 

Dr. Frep Wise, New York: The question that Dr. Goeckerman brought up is 
hard to answer, but I think that an eruption in which the manifestations are 
unilateral probably is not an example of this condition. With regard to Dr. 
Greenwood’s question, we did not make any investigation concerning virus infection, 
but several investigators experimented with that aspect of the disease, and their 
findings were negative. Emulsions were made from the lesions in several instances, 
and inoculation therapy was carried out with negative results. Roentgen therapy 
was employed in our own case, with only temporary results, and various other 
well known forms of antiwart therapy were carried out without any result except 
temporary clearing up of lesions, with prompt recurrence. I must give Dr. N. P. 
Anderson priority in recognizing this condition, in a case which he demonstrated 
in Los Angeles. 

Dr. Wittram H. GoECKERMAN, Los Angeles: Dr. Wise misunderstocd me. 
The lesions I referred to, which were of the type one cannot readily mistake when 
one’s attention is called to them, were bilateral. It was only the nevus that was 
unilateral. 


PSEUDOATROPHODERMA COLLI IN _ SISTERS 


KENDAL FROST, M.D. 
LOS ANGELES 


Ervin Epstein, M.D., OAKLAND, CALIF., COLLABORATOR 


The name pseudoatrophoderma colli was suggested by Becker and 
Muir ? in 1934 in describing an eruption on the neck and chest of a young 
woman. Their description of the lesions is as follows: 


The appearance of the lesions was that of a pigmentary disturbance resembling 
vitiligo. The lesions appeared to be atrophic. On close inspection the 
apparently depigmented portion was seen to be glossy, and the apparently pig- 
mented regions consisted of epidermis thrown up into tiny folds. When the skin 
was put under tension, the contrast between the shiny and the dull areas was less 
marked but was still visible, and the dull areas were covered with fine scales. 
When traction was released, wrinkling was again apparent. 


These authors stated that this was the second instance of this eruption 
at their clinic and that they had observed a third case which had also 
been under observation by O'Leary and Michael. 

In the discussion of the paper, Drs. F. J. Eichenlaub and J. C. 
Michael stated that they had encountered other cases. Michael reported 
that the eruption in the case mentioned in Becker and Muir’s paper as 
having been observed by him and O’Leary had at a later observation 
completely cleared. Becker and Muir said that they were unable to find a 
previous description of this eruption, and that they believed they were 
describing a new clinical entity. In the following year—1935—Luns- 
ford? presented a case with this diagnosis before the San Francisco 
Dermatological Society. Case 1 to be reported here was presented 
without a diagnosis before the Los Angeles Dermatological Society.’ 
The present report is of the occurrence of the condition in 2 sisters. 


Read at the Sixty-Second Annual Meeting of the American Dermatological 
Association, Inc., Monte-Bello, Quebec, Canada, June 3, 1939. 

1. Becker, S. W., and Muir, K. B.: Pseudo-Atrophoderma Colli, Arch. 
Dermat. & Syph. 29:53 (Jan.) 1934. 

2. Lunsford, C. J.: Pseudoatrophoderma Colli (Idiopathic Atrophy), Arch. 
Dermat. & Syph. 32:315 (Aug.) 1935. 

3. Ayres, S.: A Case for Diagnosis, Arch. Dermat. & Syph. 32:124 (July) 
1935, 
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REPORT OF CASES 


Case 1.—B. A. R., a woman aged 20, was first seen in 1933 at the age of 14 
because of scabies. She returned to the clinic after the cure of her scabies on 
account of a brown spot on the back of her neck. Within the next three years the 
process spread slowly, finally involving the front and sides of the neck, the 
scapular region and the chest to the lower costal margin. Some of the lesions haye 
disappeared and left normal skin. During the last two or three years the 
eruption has remained practically stationary. About one year ago the patient 
married, and at this writing she is in the last month of pregnancy. 

On first glance (fig. 1), the area involved gave the impression of chloasma, 
but on closer inspection it could easily be seen that there were areas of darker 
brown interspersed with irregular and ill defined areas in which the color was 


Fig. 1 (case 1).—Lesions on the front and sides of the neck. 


lighter than normal. There was a fine, crinkly scale, which looked as if a thin 
layer of collodion had been applied and left on for several days. Slight stretch- 
ing of the skin smoothed out this crinkliness completely, but a fine, branny 
desquamation could be seen. After a bath a certain amount of the scaling was 
removed, and the darker discoloration was less noticeable. The lesions were 
not infiltrated. The only impression gained by the palpating finger was of 
roughness from the scaling. The lesions were so arranged as to give a striped 
appearance, forming more or less symmetric and vertical columns on the neck. 
The lesions on the chest had a little tendency to distribution in the lines of cleavage 
of the skin. There were no subjective symptoms. About eighteen months ago, 
on the nucha below the hair line there appeared a plaque of lichenification which 
had all the clinical features of lichen simplex chronicus. It cleared under appli- 
cations of tar, leaving no changes in the skin. 
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ase 2.—E. R., a sister of B. A. R., aged 19, noted a similar eruption between 
her breasts (fig. 2) one year after the beginning of the eruption in case 1. This 
slowly extended upward over the breasts, forming a fan-shaped patch centering 
over the tip of the sternum. It covered the lower half of the manubrium sterni 
and the mesial half of the breasts. Within the past year the lesions regressed, 
and at this writing they cover the mesial two thirds of the area from the midline to 
the nipple. The lesions are café-au-lait colored and irregularly mottled, with a crin- 
kliness which disappears on tension. In the center of the involved area is a group 
of pale patches, which appear to be slightly atrophic. 


A third sister, who is now 14, the age at which each of these sisters 
in turn noticed the development of this disorder, has no lesions. The 
girls have been closely associated; the 2 patients have slept together 
regularly for years. Physically they are different, B. A. R. being a 
slender, sensitive type, and E. R. heavy set, with a tendency to be 


Fig. 2 (case 2).—Lesions on the breasts. At the time of this report the lesions 
occupy about one third of the area involved in this photograph, which was 
taken four years ago. 


overweight and more plethoric. The father is a Polish American and 
the mother of Anglo-American stock. There is no history of con- 
sanguinity on the part of the parents. Rather complete laboratory 
tests all gave results within normal limits. The urine was normal. 
The basal metabolic rate of B. A. R. was —9 per cent. Local remedies 
failed to produce*any change in the eruption. Numerous examinations 
for fungi gave negative results. 


HISTOLOGIC PICTURE 


Case 1.—Figure 3—There was considerable waviness of the epi- 
dermis. The stratum corneum was rather loosely adherent and separated 
entirely in places. The stratum granulosum was well defined in most 
places, although occasionally there was a small area where the granules 
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were sparse, and in some small areas the layer was thinned. The rete 
mucosum was rather edematous, but thinned in places. Throughout 
this layer, but more through the central portion of the rete and toward 
the basal layer, there was a variable degree of pyknosis. There was 
occasionally an infiltration into the* rete mucosum of small groups of 
round cells. In some areas there was variable disorganization of the 
basal layer. In some places the thickness was not affected, although 


Fig. 3 (case 1).—Sections showing the characteristic microscopic picture of 
pseudoatrophoderma colli. 


in the central portion there were considerable edema and signs of 
proliferation toward the basal layer. The corium was moderately 
edematous. There was slight perivascular infiltration, chiefly composed 
of round cells. The infiltration in general was scant, being slightly 
heavier, although not marked, around the deeper prolongations of the 
sebaceous glands and hair follicles. Around some of the follicular 
depressions fibrous tissue was fairly dense, in contrast to the edema 
which was present in other parts of the corium. 
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Second Slide-——Another section showed in general much the same 
type of change as the previous one. The edema in the rete mucosum 
was more prominent. In one portion of the section there was definite 
thinning of the rete for some distance. In some places the disorgan- 
ization of the basal layer was well defined, and groups of round cells 
were infiltrating into the rete in a few places. (The section was taken 
from a lesion which grossly had atrophy and shaded into a more scaly 


Fig. 4 (case 2).—Section showing much the same changes as figure 3 except 
for the prominent edema with a somewhat clear space containing scattered round 
cells and somewhat degenerated prickle cell nuclei. 


aspect.) There was also some edema of the corium, which was rela- 
tively narrow throughout. Vessels throughout the corium were slightly 
dilated and had a scanty mantle chiefly of round cells. 

Third Slide.—This section was taken from the mesial aspect of the 
breast over the edge of the manubrium sterni. The surface was wavy, 
and there was apparent looseness in the attachment of the corneous 
layer to the underlying structures, most of it having been removed. 
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There were fairly deep depressions filled with corneous material,  [y 
occasional areas the stratum granulosum was greatly thinned or almost 
absent. The rete mucosum was edematous. In general it was of about 
normal thickness, although here and there the papillae extended within 
two or three cells of the granular layer; usually at these points there 
were a few leukocytes, the basement membrane was not well defined 
and there were no normal-appearing basal cells. As in the other sec- 
tions, there was slight edema, and a scant mantle of round cell infiltrate 
surrounded the blood vessels. 

Case 2.—Figure 4.—Again there was the crinkly epidermal margin 
with loose attachment of the corneous layer. At one point there was 
a definite group of nuclei in a thickened portion of this layer. Beneath 
this the stratum granulosum was normal. In the rete mucosum was 
an area of edema with a somewhat clear space containing scattered round 
cells and somewhat degenerated prickle cell nuclei. The section other- 
wise showed much the same changes as the previous ones. There were 
some narrowed rete pegs, and in few places the papillae reached 
within two or three cells of the stratum granulosum. 


COMMENT 


The occurrence of this disorder in sisters at the same age, 14 years, 
is a striking coincidence. All the other reports have concerned girls 
in late adolescent or early adult life. Although the evidence is slight, 
the changes observed in the histologic studies correspond in almost 
all details to those described by various authors for parapsoriasis, i. e., 
a loosely attached stratum corneum with occasional parakeratotic areas, 
edema of the rete mucosum containing migratory round cells and 
polymorphonuclear leukocytes, disorganization of the basal lJayer, vari- 
able degrees of edema of the corium and a variable and nonspecific 
perivascular round cell infiltrate. The reticular type of parapsoriasis 
has lesions which present crinkliness resembling dried collodion and 
disappear on tension, and sometimes also the areas of apparent atrophy, 
characteristic of these patients is present. It is suggested that this 
condition be classified in the parapsoriasis group. 


ABSTRACT OF DISCUSSION 


Dr. SAMUEL W. Becker, Chicago: I had the privilege of seeing one of Dr. 
Frost and Dr. Epstein’s patients, the one with the lesions on the neck, but unfortu- 
nately I did not have a chance to see her sister. The lesions were identical with 
those which Dr. Muir and I described under the designation “pseudoatrophoderma 
colli.” However, on the posterior aspect of the neck there was a definitely hyper- 
keratotic lesion which we did not see in our patients, which I presume represents an 
exaggerated form of the cutaneous change. Dr. H. Templeton, of Oakland, Calif., 
showed me the most extensive case of this disease I have ever seen. The eruption 
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ed on the neck, extended down onto the abdomen and even to the lower part of 
back. There were no hyperkeratotic lesions as in Dr. Frost and Dr. Epstein’s 
cent. It was a rather intensive erupticn but conformed to the general picture in 
cur first cases. In regard to the difference from parapsoriasis, it seems that the 
disease discussed here is more or less sex limited. I have never seen a male 
patient with the conditicn. Clinically, there has never been any sign of inflam- 
nation, although microscopically there is some degree of inflammatory change. 
in my experience these lesions have all been limited to or have started on the 
neck. This hyperkeratotic change in Dr. Frost and Dr, Epstein’s patient sug- 
gest that they may be dealing with an abnormality cf keratinization, perhaps the 
result of avitaminosis. I should suggest to any one who sees a patient with this 
disease that he try vitamin therapy, perhaps vitamin A. 

Dr. Paut A. O'Leary, Rochester, Minn.: In 1925 I saw the patient referred 
to by Dr. Frost and Dr. Epstein. Considerable investigative study led to the 
conclusion that the process was essentially a superficial type cf atrophy, in spite 
of the fact that the clinical evidence of atrophy was negligible. The late Dr. 
Jeffry Michaels several years later in discussing the same case reported that the 
lesions had disappeared, leaving no residue. Dr. Becker’s suggestion of the name 
pseudoatrophoderma is appropriate, although lately the “colli” part of the name 
has been dropped because patients have been seen with lesions on the lower part 
cf the trunk as well as on the neck. I believe that this is a benign entity of a 
self-limited type, running its course in several years. 
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YAWS 


FIVE HUNDRED CASES OBSERVED IN CUBA 


V. PARDO-CASTELLO, M.D. 
HABANA, CUBA 


Yaws, or frambesia, is prevalent in all the islands of the Caribbean 
Sea. However, until a few years ago the island of Cuba seemed to be 
an exception, and no cases of this disease had been reported to the health 
authorities. The apparent freedom from this tropical condition may 
be attributed to the isolation of the sufferers in the mountainous districts 
and to the security felt by the members of the medical profession that 
such a disease as yaws was unknown in Cuba. The geographic inci- 
dence of the condition in Cuba is the same as in all the countries in 
which yaws is common; it is a disease of the rural districts, especially 
of the mountainous regions. 

In 1932 I+ reported for the first time 3 cases of yaws in white 
children of a well-to-do family from the Province of Oriente, probably 
infected by a Haitian maid. Soon afterward the local commissioner of 
health of one of the cities of that province reported several cases of 
yaws in the white and Negro Cuban natives as well as in West Indian 
Negro laborers. The inference was that yaws had been recently imported 
into Cuba by the Haitian and Jamaican laborers of the sugar cane 
plantations. 

In 1937 the Health Department of Cuba appointed a commission 
to carry out a survey of the affected districts, and since then a thorough 
investigation has been made in a territory of over 12,468 square miles 
with a population of about 1,113,045, of which 651,695 are white and 
461,350 are Negroes. The survey took twenty-three months to complete 
and four inspectors and a laboratory expert were engaged in it, as well 
as twenty-two local health commissioners. The services of the rural 
school. teachers and of the local army posts were also secured. 


Read at the Sixty-Second Annual Meeting of the American Dermatological 
Association, Inc., Monte-Bello, Quebec, Canada, June 3, 1939, 

From reports by the Comision de Frambesia (Drs. Pardo-Castello, Rodriguez 
Arias, P. Rojas Via, J. Gonzalez Pefia and J. Borbolla) to the Servicio Tecnico 
de Salubridad. 

1. Pardo-Castello, V.: Frambesia, Vida nueva 30:434 (Dec. 15) 1932. 
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As a result of this survey the commission has been able to prove 
wiat yaws has existed in Cuba for at least forty years and that it has 
sever gained headway because of the isolation of the infective patients, 
who live in small groups in almost inaccessible places, and also to the 
higher degree of civilization of the urban communities. The disease 
scems to be limited for the most part to the Province of Oriente, the 
nearest to Haiti and the least developed. The province is mountainous 
and in great part unexplored. 

A total of 632 cases of suspected yaws were reported by the field 
inspectors. In 500 of these the diagnosis was proved; in 64 it was 
ruled out, and in 68 it was classified as doubtful. The incidence of the 
disease per 100,000 inhabitants varied from 351 in one district to 2.1 in 
the least affected zones, the average for the province being 8.98 per 
100,000. This is a small proportion compared to the extent of the 
disease in Jamaica where in two districts under investigation the rates 
were 58.3 and 47.3 per cent respectively.’ 

As a rule the patients were found in small groups, whole families 
being affected, while neighbors a few miles away remained healthy. In 
some places a few patients were found scattered over many hundreds 
of miles, but in these the condition was in late, uninfective stages, with 
only the scars of old lesions or perhaps plantar hyperkeratoses. 


GENERAL DATA 


Nationality—Most of the 500 patients were native Cubans, and a 
number of them traced their infection as far back as 1868 stating that 
it probably had been acquired from Haitians and other West Indians 
during their years of hardship in exile in the West Indies at the time 
of the wars against Spain. Only 26 patients were foreigners; 17 of 
them were Haitians, 7 were Jamaicans and 2 were Spaniards. 

Race.—In my experience the white race is almost as often affected 
as the Negro (227 and 274 cases respectively). The population of the 
affected districts is about 41.5 per cent Negro, holding the most numer- 
ous Negro population of Cuba. The clinical aspects and the evolution 
of the disease are the same in both races. 

Sex.—There seems to be no preference for either sex, the incidence 
being distributed about equally between males and females. 

Age.—As is observed in most countries where yaws is prevalent, the 
disease is acquired in childhood in the great majority of cases. In 224 
of the cases reported here the patients were below 15 years of age; in 
228 they were between 16 and 50, and in only 48 were they above 50. 


2. Turner, T. B., and Saunders, G. M.: Yaws in Jamaica: An Epidemio- 
logical Study of Two Rural Communities, Am. J. Hyg. 21:483 (May) 1935. 
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In communities where the condition was active and spreading, the 
majority of the victims were children or young persons. However, the 
adults were the first to acquire the disease in certain families, the chil- 
dren being affected soon after. 

Duration of the Disease-—In the cases observed by the Commission 
all stages of the disease were represented, but in most cases the infection 
was old and inactive, being of more than one year’s duration in 348 
instances. This shows that vaws do not spread as easily in Cuba as in 
other countries. 

Clinical Course.—The transmission of the disease occurs by personal 
contact among persons who live in crowded quarters and with few of 
the advantages of civilization. No case has been observed of sexual 
transmission. Most patients were affected on the uncovered parts 
(usually on the legs, the infection following a small trauma, or on the 
feet, the infection following a cut or a bruise). In small children the 
initial lesion occurred sometimes in or about the genitals, usually around 


Statistical Report on 500 Cases of Yaws in Cuba 


Duration 
Nationality 
More 
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~ Jamai- Than 
1:15 16-50 51-100 Cuban Haitian can Spanish 0-1 Yr. 1 Yr. 


2270s 273 5 224 228 48 474 17 7 2 152 348 


the anus or the vulva. The role of insects in the transmission of yaws 
seems to have been proved by the Jamaica Yaws Commission,’ Hip- 
pelates pallipes being incriminated. This insect is often found in the 
regions of Cuba where yaws is frequent. It feeds on the ulcers in great 
numbers, but its role seems to be mechanical, being restricted to carrying 
Spirochaeta pertenuis in its proboscis or feet or regurgitating the con- 
tents of the esophagus on previously injured skin. 

The initial lesions observed were of two types, (1) ulcerous and 
destructive and (2) granulomatous and hypertrophic. Sometimes the 
initial lesion heals spontaneously or under treatment, leaving a thin, 
depigmented scar surrounded by a hyperpigmentated halo, but in other 
cases it remains indefinitely, becomes ulcerated, gradually spreads periph- 
erally and in depth and in the course of time destroys the skin and 
subjacent structures, even to the periosteum and bone. In some cases of 
yaws of fifteen and twenty years’ duration these large ulcers were 
observed, the end result of the initial lesions. 


3. Kumm, H. W., and Turner, T. B.: The Transmission of Yaws from 
Man to Rabbit by an Insect Vector, Hippelates Pallipes Loew, Am. J. Trop. Med. 
16:245 (May) 1936. 
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Fig. 1.—Initial lesion of yaws near the anus in a white There are 
multiple secondary hypertrophic lesions. 


Fig. 2.—Secondary papular crusted lesions in a white girl. 
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The generalized manifestations, usually called secondary yaws, are 
widespread and superficial and usually persist for only a few weeks or 
a few months. They are numerous raspberry-like, monstrous papules, 
small oozing lenticular papules or miliary pinpoint-sized elements. Most 
of these lesions disappear, leaving no trace, but a few may remain and 
join together, assuming the shape of rings (ringworm yaws) or of 
crescents; others ulcerate and follow a destructive course. The soles 
are often the seat of deep, infiltrated papular lesions similar to those 
of syphilis but covered with hyperkeratotic growths. 

The mucous membranes are not often affected, but I have seen early 
lesions of the septum nasi, of the tonsils, of the soft and hard palate and 


Fig. 3.—Cicatricial late lesion with a nodular advancing border on the elbow 
and a ring-shaped lesion on the cheek. 


of the pillars following a rapid and destructive ‘course. As a result of 
these lesions the nose, the larynx, the pharynx and the superior maxil- 
lary bones may be affected, and periostitis and osteomyelitis may ensue, 
leading to the frightful mutilations known as gangosa. Two cases of 
this type and several of destruction of the soft palate were observed in 
my series. Lesions similar to the mucous patches associated with syphilis 
have never been observed, but hypertrophic papules of the genitals, the 
corners of the mouth and the alae of the nose are fairly common. 

The passage from the early to the late destructive lesions may be 
rapid, as may be inferred from the foregoing remarks, but in some cases 
the early lesions disappear, the nodular and gummatous manifestations 
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taking their appearance months or years later. In other cases the 
disease remains stationary, and only diffuse hyperkeratosis or a few 
hyperkeratotic patches may be present on the hands and feet. 

The late nodular and gummatous lesions of yaws are usually indis- 
tinguishable from those of the corresponding stage of syphilis. These 
are nodular and ulcerative and are disposed in circles, rings or ser- 
piginous patches, often covering large surfaces; or deep foul ulcers, 


Fig. 4—Hyperkeratosis plantaris with pigmentation and leukoderma, resem- 
bling the lesions of pinta, or carate. 


particularly on the legs. All these lesions leave atrophic and depig- 
mented scars. These late manifestations have a predilection for the 
periarticular regions and often result in ankyloses. Clubfoot is a com- 
mon phenomenon when the initial lesions occur on the ankle and the 
resulting ulcer prevents the movements of that joint. Ankyloses of the 


elbows and wrists are also common. 
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Fig. 6—Late gummatous lesions of the septum and ala of the nose. There is 
beginning gangosa. 
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Fig. 5.—Late gummatous lesions and ankylosis of the elbow and of the wrist. 
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Late yaws attacks the skeleton much earlier and much more often 
than does syphilis. A common observation is periostitis of the tibias a 
few months after the beginning of the disease, with painful swellings 
and saber-shaped legs. Late lesions of the bones consist of osteomyelitis 
and osteitis causing destruction and rarefaction, usually of the long 
bones, with irregular areas of thickening intermixed with the zones of 


Fig. 7—A, osteoperiostitis with destruction and rarefaction (same patient as in 
figure 5). B, osteoperiostitis. Note the rarefaction of the humerus, the deformi- 
ties of the radius and ulna and the destructive epiphisitis. C, osteoperiostitis. Note 
the destruction of the upper epiphysis of the tibia, the notch on the anterior 
border corresponding to the site of a cutaneous gumma, deformity of the fibula 
and rarefaction and irregular deposits of calcareous material in the periostium. 


rarefaction. In other situations, especially in the hands and feet, osteo- 
myelitis may produce sequestrums, and at times a whole phalanx or a 
metatarsal or metacarpal bone is eliminated through the cutaneous ulcers. 
Smooth or irregular cavities may be observed, indistinguishable from 
those caused by syphilitic gummas. In cases of yaws of long standing 
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the bones may be bent, distorted, twisted, thinned at one end and thicik- 
ened at the other, and at times lack of use may cause extreme rarefaction 
with unusual transparency. In the ankylosed joints the epiphyses appear 
foggy, ill defined and partly reabsorbed or destroyed. These skeletal 
destructions may cause the most frightful mutilations, and, especially in 
the face, the whole bony structure may disappear, leaving a deep, 
cavernous ulcer. 

In short, the characteristic of yaws of the skeleton is its destructive 
nature, while in syphilis there is usually a constructive, osteoplastic 
process. 

Among the late cutaneous manifestations of yaws, symmetric plantar 
hyperkeratoses are the most persistent. The lesions consist of diffuse 
hyperkeratosis with island-like accumulations of keratotic material 
resembling clavus and causing considerable pain on walking. Occasion- 
ally, areas of mottled pigmentation and of leukoderma appear on the 
hands and feet and in the course of years may slowly spread to the back 
of the hands, the wrists and the forearms, resembling the clinical picture 
of pinta or carate. This has been well described by Gutierrez * of Manila 
and should be remembered, as the differential diagnosis may be difficult, 
especially since it has been recently discovered that the etiologic agent 
of pinta is a spirochete similar to those specific for yaws and for 
syphilis.° 

Spinal Fluid Findings.—The nervous system does not seem to suffer 
in cases of yaws, at least from a clinical point of view. However, in 
25 cases in which the spinal fluid was examined, the following changes 
were found. Excessive values for globulin were found in 13 cases; 
pleocytosis was found in 3 cases, with a maximum of 11 lymphocytes; 
the Kahn standard test gave a positive reaction in 6 cases, and the Lange 
colloidal gold test gave a syphilitic curve in 13 cases. In a case in which 
there was a widespread secondary eruption in a child aged 6 the spinal 
fluid gave a strongly positive Kahn test and a typical syphilitic curve. 

Aortic Changes——No instance of aortitis was found, but owing to 
the difficulties of examining a large number of patients under unfavor- 
able conditions no roentgen examinations were made. In old patients 
the cardiac and aortic changes found could be attributed to age as well 
as to yaws and were not taken into consideration. 

Question of Congenital Yaws.—No indications were found that yaws 
is passed to the descendants, and there was no history of repeated abor- 


4. Gutierrez, P. D.: Late or Tertiary Manifestations of Yaws, Arch. Dermat. 
& Syph. 12:465 (Oct.) 1925. 

5. Saenz, B.; Grau Triana, J., and Alfonso, J.: Demostracién de un treponema 
en el borde activo de un caso de Pinta de las manos y pies y en la linfa de ganglios 
superficiales (reporte preliminar), Arch. de med. int. 4:112 (Jan.-Feb.) 1938. 
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tions in any of these patients. A number of patients under treatment 
hcecame pregnant and gave birth to apparently normal children. 

Diagnosis.—Early yaws is easily distinguishable from early syphilis ; 
the extragenital lesion, its large size and its hypertrophic or ulcerating 
character and the aforementioned features of the rash make the clinical 
diagnosis fairly easy in the majority of cases. Late lesions are clinically 
indistinguishable from those of syphilis, especially of malignant syphilis 
and of syphilis in the primitive races, in which mutilations and wide- 
spread multiple gummas and nodules are common. The predilection of 
yaws for the skeleton and the destructive lesions of the bones may be 
points of differentiation, The most important finding in late and relaps- 
ing lesions of yaws is the abundance of the organisms (S. pertenuis) in 
about 25 per cent of the cases, a finding that is never encountered in 
late syphilis, in which Spirochaeta pallida is usually absent. This is also 
of great importance from the point of view of public health, since these 
late lesions may be sources of contamination. Patients with yaws, 
being prone to suffer relapses, are a constant danger to the community, 
and, as may be inferred, the eradication of yaws is a difficult matter. 

I believe there are enough points of differentiation between syphilis 
and yaws to indicate that they are different diseases, although the dif- 
ferentiation of some lesions may be practically impossible clinically and 
pathologically. 

Serologic Picture-—The Wassermann, the Kahn and the Meinicke 
test gave positive reactions in 100 per cent of the cases reported in this 
paper. The difficulties of obtaining serums and of carrying the test 
tubes over long distances in the wilderness made imperative the adoption 
of a simpler method, and the microtest on a drop of defibrinated dried 
blood as described by Chediak ® was put into practice. The results of 
this microtest have been highly satisfactory, and this technic may be 
recommended for similar conditions of work in the tropics. 

The positive serologic reactions in yaws are persistent. Even after 
the disappearance of all lesions and the most vigorous treatment with 
arsphenamine and with bismuth compounds, these reactions remain 
positive in a great number of patients. 

Pathologic Picture-—The histologic structure of yaws is similar to 
that of syphilis. It is possible, however, to differentiate early lesions of 
yaws from those of the corresponding stages of syphilis. The enormous 
proliferation of the epithelium with the formation of papillomatous 
masses is typical, the vascular lesions are not as marked as in early 
syphilis and the cellular infiltration of the corium is more solid. The 
only possible diagnosis that cannot be completely excluded is that of 
the condylomatous manifestations of syphilis. In yaws S. pertenuis can 


6. Chediak, A.: Micro-reaccion Chediak para el diagnostico de la sifilis, 
Proc. Panamerican M. A., 1938, p. 193. 
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be demonstrated in large numbers between the epithelial cells of the 
malpighian layer. The histologic structure of the late lesions of yaws 
is indistinguishable from that of the corresponding lesions of syphilis, 
The plasmocytic infiltration with endoperivascularitis is the typical lesion 
in yaws as well as in syphilis. 

Therapy and Prognosis.—Yaws is as difficult to cure as syphilis. It 
is true that the lesions of yaws are easily healed with a few doses of 
arsphenamine and that bismuth compounds are also effective, but to say 
that this means that the disease is easily cured is as fallacious as the 
same statement would be if applied to syphilis. If one is to be guided 
by the number and frequency of relapses and by the persistently positive 
serologic reactions, one feels inclined to say that yaws is incurable in 
a large proportion of cases and that the treatment should be, as for 
syphilis, early, vigorous and continuous. In cases of advanced involve- 
ment treatment should be intermittent during the life of the patient. 

In general, the treatment of the Cuban patients with yaws has been 
the same as that outlined for patients with syphilis. However, con- 
tinuous treatment by injections is not easily carried out with patients 
living far from the medical centers and sometimes in almost inaccessible 
regions. For these patients successful therapy was instituted with tablets 
of several brands of acetarsone in doses of 25 centigrams daily for 
twenty days, these courses of treatment being repeated at least three 
times with intervals of two weeks of rest, There were no ill effects, 
and the clinical results were gratifying. Often five or six courses were 
given. The effect of this medication on the serologic reactions was no 
more encouraging than that of the arsenobenzols given intravenously or 
that of medication with bismuth compounds, but about the same propor- 
tion of reactions turned slowly negative. 

Oral treatment with this arsenical product is, in my opinion, a most 
useful measure in the fight against this disease in the tropics, not only 
on account of its efficacy but because of its low price, one course of 
treatment costing in Cuba about 26 cents. Tablets of this drug are dis- 
pensed with full instructions in a small envelope. If the patient is a 
child they may be broken in halves, thirds or fourths, according to the 
weight of the patient, and dissolved in water. 

Wilson and Mathis * used this drug in Haiti and reported favorably 
on its therapeutic action. 

Results of Treatment.—Of the 500 patients whose cases are reported 
here, 311 have been paroled, and 189 remain under treatment or have 
been lost sight of. The patients under parole are followed periodically, 
and when possible serologic tests are performed at intervals. 


7. Wilson, P. W., and Mathis, M. S.: Epidemiology and Pathology of Yaws, 
J. A. M. A. 94:1289 (April 26) 1930. 
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The Cuban Yaws Commission has aimed to eradicate the disease by 
tie control of the infectious stages, fully realizing the impossibility of 
arriving at a definite cure in the majority of cases. 


SUMMARY AND CONCLUSIONS 


Yaws has existed in Cuba for at least forty years but seems to be 
limited to the rural districts in the eastern part of the island. The 
incidence of the disease averages 8.98 per 100,000 of population, which 
is very low compared to over 40 per cent found in Jamaica. 

Of the 500 patients whose cases are reported here, 227 were white 
and 273 were Negroes. The clinical symptoms and the evolution of the 
disease were about the same in the two races. 

Pigmented and depigmented lesions of symmetric distribution on the 
extremities were observed, and these resembled closely the manifesta- 
tions of pinta or carate. 

Changes in the spinal fluid were found in 13 of 25 cases in which 
examination was made, but no clinical manifestations were observed in 
the nervous system. 

No evidences of congenital yaws were found, and no cases of repeated 
abortions attributable to yaws were observed. 

Serologic tests gave positive reactions in 100 per cent of the cases. 
The Chediak microtest of precipitation on a drop of defibrinated dried 
blood is recommended as the easiest to perform under the circumstances 
in which the patients are found. In this series, serologic tests frequently 
gave positive reactions in spite of vigorous treatment. 

S. pertenuis was found in about 25 per cent of the cases of late yaws 
as long as twenty-five years after the initiation of the disease. Patients 
with yaws being subject to relapses, the presence of the infectious agent 
in these late lesions is of the greatest importance from the point of view 
of public health, and this circumstance makes the control of the disease 
extremely difficult. 

Yaws is as difficult to cure as syphilis, if not more so, and treatment 
should be early, vigorous and continuous. The treatment of choice is 
by means of arsphenamine and bismuth compounds on the same lines 
as used for syphilis, but when this is not possible, especially in isolated 
rural districts, the use of tablets of acetarsone has given satisfactory 
clinical results. 

There are enough points of differentiation between syphilis and yaws 
to enable one to state that the two are separate clinical entities, although 
the differential diagnosis of some lesions may be practically impossible, 
both clinically and pathologically. 


ABSTRACT OF DISCUSSION 


Dr. Josep Vicror Kiauper, Philadelphia: Dr. Schamberg and I had the 
opportunity of studying a patient with yaws. A report of this study was presented 
before this association (Arcu. Dermat. & SypxH. 3:49-75 [Jan.] 1921). We made 
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a comparative study of S. pertenuis and S. pallida. It was not possible to dif. 
ferentiate the two organisms morphologically, by cultural methods or by experi- 
mental inoculation of rabbits. We concluded from our study that the most reliable 
and convincing method of differentiating between yaws and syphilis by laboratory 
experiments is by the production of a chancre on one eyebrow of a monkey and 
the subsequent production of a frambesid on the other eyebrow or vice versa. 

In histologic sections of lesions of yaws there is no perivascular cell infiltration 
or endothelial proliferation, and this contrast is of great importance in differentia- 
tion of the condition from syphilis. 

Dr. Howarp Fox, New York: There is no doubt about the existence of yaws in 
Cuba, though I was surprised at the high incidence of the disease in white persons, 
Yaws is usually confined largely to dark-skinned races. 

I was also surprised to hear Dr. Pardo-Castello speak of the destructive nature 
of the initial lesion, or “mother yaw.” In the opinion of the majority of authors, 
the initial lesion, when present, is of the same type as the generalized frambesi- 
form eruption, and when it disappears, it leaves hardly more than slight atrophy. 

All agree that the mucous membranes are rarely if ever affected in the early 
(secondary) stage. The absence of vaginal mucous patches doubtless accounts for 
the failure to see initial lesions on the penis. 

I agree entirely with Dr. Pardo-Castello that the tertiary manifestations of 
yaws, affecting the skin, mucous membranes and bones, cannot be clinically dis- 
tinguished from those of syphilis. 

I was glad to hear Dr. Pardo-Castello state that the late lesions of yaws 
have a special tendency to affect the skeletal system. I have seen some terrible 
mutilations of the bones and joints in cases of yaws in Haiti. 

Plantar hyperkeratoses represent, in my opinion, a late secondary eruption. 
That these lesions are true manifestations of yaws is shown by the presence of 
spirochetes and the response to antisyphilitic treatment. 

It is generally accepted that yaws affects the cardiovascular and the central 
nervous system to a comparatively slight degree, certainly much less than does 
syphilis. I was therefore surprised at the changes found by Dr. Pardo-Castello in 
the spinal fluid in cases of yaws. Heinemann, who examined the spinal fluid of 
patients suffering from numerous diseases in Sumatra, failed to find a single case 
of yaws in which the spinal fluid gave a positive Wassermann reaction. 

All authorities agree that yaws does not cause intrauterine infections. This 
constitutes one of the striking differences between yaws and _ syphilis. 

Finally, I was glad to hear Dr. Pardo-Castello say that yaws is not a simple 
disease easily cured with one or two injections of arsphenamine. He showed 
that it is a serious condition and one that is difficult to cure. 


Dr. Marion B. Sutzpercer, New York: I should like to ask Dr. Pardo- 
Castello if he will tell about cross infection between yaws and syphilis, that is, 
how many cases there are of yaws with associated syphilitic infection and vice 
versa. This is important from the point of view of immunology. Since the 
discovery of a spirochete in pinta, one may find a new opportunity to work 
with a relatively benign and perhaps related micro-organism in the attempt to 
immunize against syphilis. Perhaps this new spirochete can be used to vaccinate 
against syphilis in the same manner that Jenner vaccinated against smallpox, 
using the milder cowpox vaccine. In this connection, I have heard that Dr. Alan 
Chesney has recently succeeded in developing a strain of S. pertenuis with which 
he was able to immunize rabbits against syphilis. It is possible that by using 
a relatively nonvirulent spirochete like that of pinta one may, some day, be able 
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» immunize human bein i ilis by imi 
‘a ee gs against syphilis by methods similar to those of ordinary 
Dr. SAMUEL Ayres Jr., Los Angeles: I should like to ask whether the ulce 
tive lesions over the articular surfaces are primarily cutaneous, later invol “we 
the bone, or are in the bone and later break through the skin. Pm: 
oe Hopkins, New York: Does syphilis occur in districts where 
Dr. V. Parvo-CasTELLo, Habana, Cuba: I think I can answer Dr. Sulzberger 
and Dr. Hopkins at the same time. The conditions under which ontiatls nth 
yaws live are not conducive to the contraction of syphilis. They live in. th 
mountains or in rural districts, and seldom if ever come to the city or to : 
There are usually two or three families in the same farming district, livin ie 
primitive conditions in which opportunities for contracting syphilis ns “ 
On the other hand, under the crowded and unsanitary conditions in which mae 
persons live there is ample opportunity for the transmission of yaws from sa 
man. I attempted to inoculate patients with latent syphilis with S. pertenuis f d 
in 2 cases of yaws, but I was unsuccessful. In answer to Dr te res’ qu ie 
the lesions on the skin were the first to appear; they later ‘euntah i Pa oy 
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POIKILODERMA ATROPHICANS VASCULARE 


REPORT OF A_ CASE 


ONIS GEORGE HAZEL, M.D. 
OKLAHOMA CITY 


Poikiloderma atrophicans vasculare has not yet found a secure 
place in the field of dermatoses. Jacobi’ in 1906 and again in 1908 
presented a case of an unusual cutaneous syndrome which he called 
poikiloderma atrophicans vasculare. Little was heard of this disease 
until 1916, when Ormsby ? presented before the Chicago Dermatological 
Society a case in which there were large areas of telangiectasia and 
atrophy of the epidermis resembling healed radiodermatitis. The 
members stated that they had not seen such a case, but Foerster 
suggested a diagnosis of poikiloderma atrophicans vasculare from his 
memory pictures of Jacobi’s patient. No articles on this rare dermatosis 

; were presented in the American literature until that of Lane * in 1921 
and later in 1923. He presented a case at the meeting of the New 
York Dermatological Society in 1920. No similar case had been seen 
by any of the members present. Wise suggested a diagnosis of 
poikiloderma atrophicans vasculare from his memory of pictures of 
Jacobi’s patient. Since Lane’s paper, articles have appeared in the 
American literature by Usher,‘ Taussig,> Bowman and Clark! and 

Oliver.’ Few have chosen to write, but many have presented cases 

. before various dermatologic societies, with diagnoses of poikiloderma 

atrophicans vasculare or poikiloderma-like symptoms or with ques- 


Read before the Section on Dermatology and Syphilology at the Ninetieth 
Annual Session of the American Medical Association, St. Louis, May 19, 1939, 
1. Jacobi, E.: Fall zur Diagnose (Poikilodermia vascularis atrophicans), 
Verhandl. d. deutsch. dermat. Gesellsch. (1906) 9:321, 1907. 
2. Ormsby, O. S.: A Case for Diagnosis (Poikiloderma?), J. Cutan. Dis. 35: 
42, 1917. 
3. Lane, J. E.: Poikiloderma Atrophicans Vasculare, Arch. Dermat. & Syph. 
: 4:563 (Nov.) 1921; 8:373 (Sept.) 1923. 
4. Usher, B.: Poikiloderma Atrophicans Vasculare, Arch. Dermat. & Syph. 
14:594 (Nov.) 1926. 

5. Taussig, L.: Poikiloderma Atrophicans Vasculare, Jacobi: Report of a 
Case with a Review of the Recent Literature, Arch. Dermat. & Syph. 25:882 
(May) 1932. 

6. Bowman, K. M., and Clark, E. C.: A Case of Poikiloderma Atrophicans 
Vasculare, Arch. Dermat. & Syph. 15:583 (May) 1927. 

7. Oliver, E. A.: Mycosis Fungoides with Poikiloderma-Like Symptoms, 
Arch. Dermat. & Syph. 33:267 (Feb.) 1936. 
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tionable diagnoses. These papers and presented cases have been 
vigorously discussed, but as yet there has been no common agreement 
as to What symptoms should represent the picture of poikiloderma. 

in 1906 Petges and Clejat * described a condition which they named 
“atrophic sclerosis of the skin and generalized myositis.” They described 
symptoms of early swelling of the face, eyelids and limbs, great muscular 
weakness and atrophy and in the skin, sclerous, pigmentary and 
vascular changes with telangiectasia. In 1908 Jacobi® stated that the 
condition in the case reported by Petges and Clejat was similar, if not 
identical, to that in his case. In 1929'° Petges was so convinced that 
the condition in his case was closely related to the condition described 
by Jacobi that he changed the name to poikilodermatomyositis. The 
application of Jacobi’s term (poikiloderma atrophicans vasculare) to 
dermatomyositis, a syndrome first named by Unverricht ™ in 1891 and 
first described by Wagner ** in 1887, has led to great confusion. In 
reading the case reports of Bowman and Clark ® and Usher,* one has 
the impression that they have described dermatomyositis under the title 
of poikiloderma atrophicans vasculare. This leaves only the American 
papers of Lane,* Taussig,® and Oliver * to describe the syndrome of 
what one may like to call true poikiloderma or pure poikiloderma 
atrophicans vasculare. 

A brief report of the case histories of Jacobi and Lane may serve 
to point out the differences in cases presented under the same name. 


REPORT OF CASES 


Jacosr’s CAse.—A farmer, aged 30, in 1902 was treated for some months for 
pain in the joints and muscles and fatigue. The face was edematous and bluish 
red, and there were erythematous areas over the body. In 1905 nodules developed 
which became crusted and had necrotic centers. His musculature was remarkably 
feeble, particularly in the deltoid region. The hair was thin, and the scalp pre- 
sented atrophic areas with erythema and pigmentation. The eyelids were greatly 
swollen, and the skin of the nose seemed tight. The skin around the neck was 
erythematous, with areas of telangiectasia and adherent scales. The skin of the 
neck and of the upper dorsal region presented atrophic changes, and within the 
atrophic areas the hair follicles appeared in the form of reddish brown points. 
The skin of the trunk seemed to be stretched but not definitely sclerosed. On the 
thighs, which appeared lightly marbled, similar changes were found. The skin 


8. Petges and Clejat: Sclérose atrophique de la peau et myosite generalisée, 
Ann. de dermat. et syph. 7:550, 1908. 

9. Jacobi, E., in Neisser, A., and Jacobi, E.: Ikonographia dermatologica, 
Berlin, Urban & Schwarzenberg, 1908, vol. 3, p. 95. 

10. Petges, P. B. A.: Poikiloderma and Poikilodermatomyositis, Thesis, 
Bordeaux, 1930. 

11, Unverricht: Dermatomyositis acuta, Deutsche med. Wchnschr. 17:41, 1891. 

12. Wagner, E.: Ein Fall von acuter Polymyositis, Deutsches Arch. f. klin. 
Med. 11:241, 1886-1887. 
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of the legs did not show atrophy but was rather cyanotic in appearance, The 
mucous membranes of the cheeks presented a whitish reticulation. 


Jacobi remarked that the condition in his case and that in the case 
described by Petges and Clejat were similar except that there was more 
decided myositis in the latter. He felt that the two conditions were 
not identical. 


Lane’s Case.—A white laborer, aged 30, twelve years before being observed 
by Lane had a dermatosis on the back of the right thigh and a large portion of 
the body was covered with an almost symmetric eruption, The most striking 
features were telangiectasia, pigmentation, atrophy, small petechial hemorrhages 
and ulceration. Between 1921 and 1922 the lesions progressed more rapidly, and 
by September 1922 he was acutely ill, dying on September 18. Autopsy revealed 
(1) Hodgkin’s disease with involvement of the glands, muscles and skin; (2) 
cellulitis of the right thoracic wall and bronchi and pleurisy with effusion, and 
(3) poikiloderma atrophicans vasculare. 


It is at once apparent that although these cases possess certain 
superficial similarit.es, the underlying pathologic changes are different. 


Autuor’s CAase.—A. W. C., a white farmer aged 56, was well developed and 
well nourished. I first saw him in July 1937, at which time he presented an unusual 
cutaneous eruption distributed in patches over the back, chest, lower part of the 
abdomen, left inguinal region, right forearm and right leg. I was first impressed 
with the close resemblance between some of the lesions and healed radiodermatitis. 
The largest lesion was located in the lumbar region, extending laterally to include 
a portion of the left hypochondriac region. It was 40 by 20 cm. in size, reddish 
purple and flecked with small areas of increased pigmentation. The epithelium 
was thinned and cigaret-paper-like in consistency. One was able to move the 
epidermis easily over the underlying corium. There were areas of minute petechial 
hemorrhage throughout the lesion. The entire area was covered with fine furfu- 
raceous scales. The periphery of the lesion showed less erythema, telangiectasia 
and atrophy of the epidermis and was light brown. The bulk of the lesion had 
an appearance of fine marbling, which was characterized by small bright red 
macular and slightly papular lesions, mixed with some depigmented areas. The 
lesions were slightly elevated. The borders rose gradually and did not present a 
definite outline. 

On the chest, in the mammary region, were two similar lesions, roughly 12 cm. 
in diameter. A smaller lesion to the left of the suprapubic area, 4 by 2 cm., was 
observed, and also a lesion in the left groin, 15 cm. long and 5 cm. wide, with 
apparently normal skin in the inguinal fold. A less erythematous lesion over the 
right forearm, 10 by 8 cm., was bluish red and showed much less atrophy of the 
epidermis than did the lesion in the lumbar region. Another lesion 6 cm. in 
diameter, which was on the inner surface of the right leg, differed greatly from 
other lesions observed, the central portion being apparently normal and the border 
formed by brownish red, irregularly shaped papules. There were two small 
reddish brown oval areas on the lower part of the right leg. 

The course of these lesions has been slowly progressive. The lesion on the 
right forearm appeared as a red patch thirty-four years before the initial examina- 
tion. During the last five or six years new lesions have appeared on the upper 
and lower portions of the trunk. The patient complained of slight pruritus, 
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scularly on the lesions on the back. The removal of adhesive tape from the 
lesion on the back following removal of a biopsy specimen also removed the 
epidermis and resulted in a moderate hemorrhage. This I interpreted as a modified 


pat 


Nikolsky sign. 

Six months previous to the initial examination the patient had suffered slight 
trauma to the distal portion of the left ring finger, resulting in an ulcer which was 
still present when he was first seen. I was unable to palpate the radial pulse in 
the left forearm. His general health had always been good. He had had the 
common diseases of childhood and had suffered from gonorrhea in his youth, 
All previous and subsequent Wassermann reactions have been negative. He was 
in a motorcycle accident in 1927, and one roentgenogram was taken of the right 
thigh and right wrist. 

The patient’s blood pressure was 140 systolic and 90 diastolic. An electrocardio- 
gram in 1937 and again in 1939 showed slight enlargement of the heart and 
sclerosis of the coronary vessels. The basal metabolic rate was —3 per cent, 
and a roentgenogram of the pituitary gland showed the sella turcica to be 
within normal limits. The teeth were much worn on the occlusal surfaces, but there 
was no evidence of infection. The prostate was normal. Urinalysis gave normal 
results. Examination of the blood revealed 4,940,000 red cells, 97 per cent hemo- 
globin, 9,500 white cells, 59 per cent polymorphonuclear leukocytes, 36 per cent 
lymphocytes and 5 monocytes. Roentgenograms of the chest did not show a 
cervical rib which might account for the absence of the radial pulse or for the 
ulcer on the finger, There was no enlargement of the liver, spleen or regional 
lymph glands. 

Histologic Study.—Seven samples of tissue were taken from six lesions varying 
in duration from one to thirty-four years. Sections were stained with hematoxylin 
and eosin, by Giemsa’s method and with Masson's trichrome stain. The histologic 
report was written in collaboration with Dr. Fred D. Weidman. 

The surface of the skin was thrown up into numerous low, domed elevations. 
There was only slight thickening and condensation of the stratum corneum. The 
epidermis was definitely thinner than normal, and the absence of interpapillary 
pegs confirmed the diagnosis of atrophy. In general the entire epidermis consisted of 
far less than a dozen rows of cells. All of the cells were of the prickle type, 
i.e., the basal cells had been replaced (metaplasia) by prickle cells (except in 
earliest lesions). For the most part the basement membrane had been destroyed 
as the result of extension both of edema and of the round cell infiltrate from the 
corium well upward into the epidermis. 

In the corium the outstanding abnormalities were of three kinds: 

1. There was severe edema of the entire papillary and particularly of the 
subpapillary layers which were thus demarcated from the pars reticularis with 
the utmost sharpness. In early lesions it was so extreme that immediately under 
the basement membrane long narrow lakes (subepidermal vesicles) were formed. 
In connection with this, rounded lumps of hyaloid material suggestive of colloid 
were formed at the floors of real or potential vesicles. The zone thus constituted a 
broad superficial band which extended practically the whole length of the section 
and was of remarkably uniform width. 

2. Within it was a decided hyperplasia of arterioles, which were striking 
because they were so straight and followed a consistently perpendicular course 
toward the surface. Their walls were thick, more as the result of hyperplasia of 
delicate fibrous fibrillae than muscle, i.e., they were not arteriolar. They became 
more and more conspicuous in the older lesions. 
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Fig. 1—Low power photomicrograph of tissue from the lesion on the back. 
Note the dense cellular infiltrate and the perpendicular arrangement of blood 
vessels in the corium. 


Fig. 2—Low power photomicrograph of tissue of the lesion on the back after 
treatment with screened roentgen rays. Note the disappearance of the cellular 
infiltrate and the edema of the corium. 
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Reticulosis and a cellular infiltrate were disposed, for the most part, diffusely 
in the uppermost parts of the corium, with no predilection for perivascular situa- 
tions, thus coinciding with the edematous zone. At the same time, though, it 
extcuded in a scattered way to the horizontal plexus of vessels. The reticulum 
was delicate and was continuous by gradual stages with collagenous bundles 
roundabout. In earliest lesions it began around the subpapillary plexus of vessels, 
with a stratum of collagenous tissue intervening between it and a band of mild 
edema in the papillae. In older lesions the collagenous stratum was obliterated, 
and the two regions of edema coalesced uniformly and completely. The reticulum 
stained green with Masson’s trichrome stain, with nuances at times to red. The cells 
concerned were predominantly lymphocytes (with chromatin clumping in the 
nuclei), but endothelioid cells were not infrequently intermixed. Mast cells were 
abundant, as usual, in the region of blood vessels. This reticulosis was inflammatory 


Fig. 3—Tissue from the left inguinal lesion (low power). Note the sub- 
epidermal lakes which account for the easy removal of the epidermis on trauma. 


in type, such as occurs in some cases in the premycotic stage of mycosis fungoides ; 
its cells did not exhibit mitotic figures or otherwise suggest the neoplastic processes 
which are shown in the tumor stage. However, there was a singular absence of 
accumulation around blood vessels, and the clustering (particularly at the basement 
membrane) was suggestive, to say the least, of in situ proliferation. In places 
there were small aggregations of red blood cells free in the tissue and at rare 
intervals large macrophages laden with minute, golden brown pigment granules. 

Several sizable hair follicles and sweat units appeared in all sections. They 
appeared to be normal. 

Summary and Interpretation of Histologic Features—Early Changes: The 
processes began as edema of the upper part of the corium, extending into the 
epidermis. This was most extreme at the basement membrane and was accompanied 
by general softening of the tissues in that region. This resulted in separation of 
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the epidermis and the appearance of shallow, slitlike subepidermal spaces, hut it 
would be difficult to conclude whether the latter were true vesicles or the results 
of traumatic separation. The basal cells in such places were hydropic in the extreme, 
and basal portions of the cytoplasm became disintegrated, frayed out, hyaloid 
and intensely pink staining. This suggested a toxic or at least degenerative change, 
supported by the clumps of “colloid” material at the floors of the vesicles. In short, 
the region of greatest tissue changes and probable pathologic activity lay at the 
basement membrane. 


Fig. 4.—Tissue from lesion on the back (high power). The large endothelial 
cells have engulfed granules of brown pigment. The numerous endothelial cells 
line the reticulum spaces. Lymphocytes predominate in the infiltrate. 


Later Changes: Subsequently there occurred an exaggeration of the edema 
and hyperplasia of the thick walled capillaries. The cellular infiltrate, moderate 
at first, became dense and again was most conspicuous in the uppermost levels of 
the corium where the earliest, edematous changes occurred. It was accompanied 
by reticulosis, really a part of the reticulosis, which differed from most subacute 
inflammation, first, in that it was not developed, particularly around blood vessels, 
and, second, in that the lymphocytes occurred in small masses free in tissue spaces. 
The latter condition suggested proliferation in situ, such as occurs in certain types 
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ikosis. Consideration of the reticulosis itself suggested that which can 
in the premycotic stage of mycosis fungoides. Since it did not conform to 


of 


ordivary inflammatory reactions and surely was not neoplastic, there are strong 
sugeestions that there was a leukotic factor of some kind as the basis for the 
changes. 


Subsequent Course.—In September 1937 the patient was given typhoid vaccine 
intravenously, my object being to effect a healing of the ulcer on the left ring 
finger which had resisted all local treatment. The ulcer healed rapidly under 


Fig. 5.—Tissue from the deeper portion of the cellular infiltrate (high power). 
The ce‘ls appear to arise in situ in the alveolar masses. 


this therapy, the maximum temperature obtained being 104 F. The patient stated 
that he had an increased sense of well-being and that his feet and hands were 
less cold during the winter of 1937. I am still unable to palpate the radial pulse 
in the left forearm. 

In December 1937 the lesion on the left side of the chest was treated with 
| erythema dose of screened roentgen rays, and the area over the right side 
of the chest, with 2 erythema doses. This therapy resulted in such decided improve- 
ment in the character of the lesions that for a time I thought that they had 
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bus 


Fig. 6.—Large lesion of the back of the patient. The portion at the 
has been treated with screened roentgen rays. 


Fig. 7—Five lesions of which the areas of the left mammary region and the 
right costal margin have been treated with screened roentgen rays. 
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entively cleared. I then gave % erythema doses of screened roentgen rays to 


the right one third of the large lesion on the back and to an area the size of a 
5 «nt coin over the central portion of the untreated lesion. These areas became 
blanched, the telangiectasia disappeared, and there was apparent improvement in 


the atrophy of the epidermis. 
There has been no recurrence of the original cutaneous picture in these areas 


on the back. 

This patient was presented at the dermatologic clinic held in 
connection with the meeting of the Southern Medical Association in the 
fall of 1938. Weidman, who had studied the histologic sections in 
this case, stated that he felt that the term “poikiloderma atrophicans 
vasculare” was an unfortunate one, since the syndrome might be 
considered as merely atrophy of the epithelium with some added features. 


ETIOLOGY 


Lane* in 1921 stated that nothing was known of the causation of 
poikiloderma. Sulzberger,’* in his discussion of Taussig’s° paper, 
stated, “Until we are sure of etiologies, we must bear in mind they 
are clinical and morphologic entities, and not necessarily, and in fact, 
probably are not, etiologic entities.” 

Foerster '* in 1931 first called attention to the fact that poikiloderma- 
like symptoms may be a part of the picture of many chronic inflammatory 
dermatoses. Endocrine disorders have been recorded in a _ high 
percentage of reported cases, but I feel that similar endocrine 
disturbances might also be found in a control group without 
poikiloderma-like symptoms. I believe that until the cause of the 
lymphoblastoma group is found, the cause of poikiloderma atrophicans 
vasculare will remain unknown. 

Guy '® recently presented a paper on dermatomyositis with 
poikiloderma. He expressed the belief that a diet low in vitamin C 
is one of the etiologic factors in this disease. I have not found the 
vitamin C content of the blood to be abnormal in the case herein 
reported or in any one of 3 cases of dermatomyositis in children that 
I have studied during the past two years. 


DIFFERENTIAL DIAGNOSIS 


The conditions that have been most frequently considered in the 
differential diagnosis are angioma serpiginosum, acrodermatitis chronica 
atrophicans, healed roentgen ray dermatitis, disseminated lupus 


13. Sulzberger, M., in discussion on Taussig.® 
14. Foerster, O. H., in discussion on Larocco, C. G., and Cummer, C. L.: 
Poikiloderma Atrophicans Vasculare, Arch. Dermat. & Syph. 23:176 (Jan.) 1931. 

15. Guy, W.; Grauer, R. C., and Jacob, F. M.: Poikilodermatomyositis, Arch. 
Dermat. & Syph., to be published. 
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erythematosus, scleropoikiloderma, dermatomyositis, purpura annularis 
telangiectodes, parapsoriasis en plaques and certain lymphoblastomas. 

Parapsoriasis en plaques and its relation to granuloma fungoides 
has been well presented by Keil.° He carefully reviewed the 
literature and was able to demonstrate that the condition in some of 
the original cases that had been diagnosed parapsoriasis en plaques 
had terminated as mycosis fungoides. Gross" presented before the 
Bronx Dermatological Society a case in which there were poikiloderma- 
like changes in the skin for a differential diagnosis between parapsoriasis 
en plaques and mycosis fungoides. In a discussion of this case 
Satenstein stressed the importance of making special stains to show 
the reticulum in cases in which one is to differentiate between 
parapsoriasis and mycosis fungoides. Many lesions of incipient 
mycosis fungoides present a difficult differential diagnosis. Gougerot 
and Burnier ** reported a case in which they observed for nine years 
a patient with poikiloderma-like lesions of twenty-two years’ duration. 
Histologic examination of the lesions shortly before the patient’s death 
showed mycosis fungoides. 

In 1936 Oliver reported a case of mycosis fungoides with 
poikiloderma-like symptoms. In the discussion that followed, Ormsby 
stated that the condition in the original case reported by Lane and 
himself resembled that in Oliver’s case closely, with the exception that 
the picture in their case resembled more nearly that of healed 
radiodermatitis. 

In 1932 Taussig published a paper on poikiloderma atrophicans 
vasculare. His patient had had an eruption of twenty years’ duration. 
The lesions showed pigmentation, telangiectasia and atrophic depig- 
mented areas. Some lesions resembled those of chronic radiodermatitis 
and others those of the premycotic stage of mycosis fungoides. 
Microscopic study revealed an actively growing mesenchymal endothelial 
tissue separating the epidermis from the corium. He considered the 
condition a disease sui generis on the basis of its histologic structure 
as well as on its clinical appearance. Later, in discussing Oliver's 
paper, he stated that he had become doubtful as to whether or not 
poikiloderma atrophicans vasculare was a disease in itself. 


16. Keil, H.:» Parapsoriasis en Plaques Disséminées and Incipient Mycosis 
Fungoides, Arch. Dermat. & Syph. 37:465 (March) 1938; 38:545 (Oct.) 1938. 

17. Gross, P.: A Case for Diagnosis (Parapsoriasis en Plaques? Mycosis 
Fungoides?), Arch. Dermat. & Syph. 38:667 (Oct.) 1938. 

18. Gougerot, H., and Burnier, R.: Parapsoriasis en plaques avec poikilodermie: 
Transformation ultérieure en mycosis fongoide, Bull. Soc. frang. de dermat. et 
syph. 41:1528, 1934. 
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Keim,'® in his excellent paper on lymphoblastoma, reported 1 case, 
that of a man aged 46 with multiple poikiloderma-like lesions but not 
with telangiectasia. Sections of the skin showed a definite bandlike 
infiltrate of lymphocytes in the corium. Further study revealed the 
condition to be generalized lymphoblastoma. 


Points for Differential Diagnosis Between Poikiloderma Atrophicans Vascularis 
and Dermatomyositis from Dowling and Freudenthal 22 


Poikilodermia Atrophicans 
Vascularis Dermatomyositis 


Absent Is noticed either early or within a year 
of the cutaneous symptoms 


Muscular weakness 


Distribution of Variable. Tendency to attack Uniform; when limited face almost 

cutaneous changes flexures and axillas. Face invariably attacked with edema and 
often spared. May become flushing. When more extensive found 
almost universal also on the neck, chest, shoulders, 


extensor aspect of arms, backs of 
hands and fingers, ete. 


Edema Rare, has been observed in a Almost constant in the early months of 
few cases in which the eyelids the disease; may be present on the face 
have been affected. Never for years, and sometimes in other 
present except on the face parts 

Atrophy Constant and well marked, Epidermal thinning—generally sclerosis 
skin pleated rather than atrophy 

Sclerosis Never observed Often well marked or very slight. Skin 

cannot be pinched up with normal 
facility 

Pigmentation Usually present; marked in Variable; absent in many cases 


older lesions 


Present usually in numbers Never observed 
even after many years. Prob- 


ably disappear in older lesions 


Lichenoid papules 


Telangiectasia Marked and in recent lesions Present, but redness less deep than in 
closely set, giving rise to a poikilodermia 
bright red color 

Hemorrhages Described in reports, but Hemorrhages or spots resembling hem- 
might be very small telan- orrhages not seen 


giectases resembling capil- 
lary hemorrhages 


Reticulation Present Present in some chronie cases 

Prognosis Continues indefinitely; Often fatal early, or after several years. 
actively progressive for Apparent recovery or great improvement 
many years after early acute phase may be succeeded 


by chronie smouldering changes in skin 
and muscles. May be chronic in type 
from onset. May recover completely. 
Recovery accompanied by cessation of 
active changes both in skin and muscles 


Pinkus *° reported a case that had been classified twenty years 
previously by Neisser as one of “pityriasis lichenoides chronica” and 
later as one of “poikiloderma” in Jadassohn’s clinic. The condition 
terminated as mycosis fungoides. 


19. Keim, H. L.: The Lymphoblastomas: Their Interrelationships, Arch. 
Dermat. & Syph. 19:533 (April) 1929. 

20. Pinkus, H., in discussion on Wile, U. J., and others: Mycosis Fungoides 
with Poikiloderma-Like Changes, Arch. Dermat. & Syph. 36:898 (Oct.) 1937. 
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Fox *' reported a case in which a diagnosis of poikiloderma had 
previously been accepted. Histologic studies in 1931 did not suggest 
lymphoblastoma. In 1937 a histologic and clinical diagnosis of 
lymphoblastoma was made. 

Perlstein * presented a case which was accepted by those present 
as having all the requirements for such a diagnosis. Foerster in his 
discussion pointed out that the actual character of certain of the lesions 
suggested mycosis fungoides. 

Others have presented cases of poikiloderma-like lesions that have 
later shown histologic and clinical evidence of being lymphoblastoma, 

I agree with Dowling and Freudenthal ** that the most difficult 
problem in the differential diagnosis is presented by subacute or burnt- 
out dermatomyositis. The table, taken from their recent paper on the 
subject, may serve to emphasize the more important points of contrast. 


COM MENT 


The question is again raised as to whether or not Jacobi’s' case 
which he called an instance of poikiloderma atrophicans vasculare 
was in fact a case of chronic dermatomyositis with a preponderance 
of cutaneous symptoms. <A large number of cases reported in the 
American literature as instances of poikiloderma atrophicans vasculare 
are cases of poikiloderma-like lesions associated with some member of 
the lymphoblastoma group. Dowling and Freudenthal ** and other 


English dermatologists accept the characteristics of poikiloderma 
atrophicans vasculare to be most nearly met in the case presented by 
Lane. They now speak of the “Lane type” of the disease. Jordan,” 
of Moscow, stated that the following symptoms should be present 
before one makes a diagnosis of poikiloderma atrophicans vasculare: 
bright red marbling of the skin; telangiectasis; atrophy, especially in 
localized processes on the head and trunk; adherent scaling, and a 
strong resemblance to the patches of roentgen ray dermatitis. The 
disease is slowly progressive, and the cutaneous symptoms may be 
present for as long as thirty to forty years before a terminal process 
results in death. Petges later changed his designation of the condition 
he originally described as sclerosis of the skin and myositis to poikilo- 
dermatomyositis, since he believed it to be identical with the condition 


21. Fox, H.: Poikiloderma Vasculare Atrophicans and Lymphoblastoma, Arch. 
Dermat. & Syph. 35:549 (March) 1937. 

22. Perlstein, M. O.: Poikiloderma Atrophicans Vaasculare, Arch. Dermat. & 
Syph. 28:735 (Nov.) 1933. 

23. Dowling, G. B., and Freudenthal, W.: Dermatomyositis and Poikilodermia 
Atrophicans Vascularis, Brit. J. Dermat. 50:519, 1938. 

24. Jordan, A.: Ist die Poikilodermia atrophicans vascularis Jacobi eine 
selbstandige Krankheit oder nicht? Dermat. Wchnschr. 89:1827, 1929. - 
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descrived by Jacobi. This fact has led to much confusion in the correct 
naming of these two different syndromes. 

| concur with Weidman ** in his belief that conditions in the skin 
are known by dermatologists to be definitely different from those in 
lymph nodes and other organs in the case of the lymphoblastomas, 
notoriously Hodgkin’s disease. Conditions may remain nondistinctive 
histologically in the skin many years before the histologic and clinical 
findings of lymphoblastoma are present. 


SUMMARY AND CONCLUSIONS 


Poikiloderma atrophicans vasculare is not yet established as a disease 


sui generis. 
The cause of this condition is yet unknown. 
Dermatomyositis constitutes a most difficult problem in differential 


diagnosis. 
A case of probable lymphoblastoma with poikiloderma-like changes 


is reported. 
Roentgenotherapy of the lesions produces decided changes in their 


appearance. 
Poikiloderma atrophicans vasculare is probably a cutaneous syndrome 


associated with lymphoblastoma and other disease entities. 
A brief review of the recent literature is reported. 


ABSTRACT OF DISCUSSION 


Dr. Frep M. Janos, Pittsburgh: In considering Dr. Hazel’s paper, one should 
keep in mind his opening statement as to the insecurity of the position of poikilo- 
derma as a clinical entity. In the literature, as Dr. Hazel stated, one finds many 
reports of poikiloderma-like changes in the skin rather than reports of the 
actual existence of poikiloderma. In the final analysis of Jacobi’s case the con- 
dition was thought to be possibly a burnt-out dermatomyositis. The complete 
histologic picture presented by Dr. Hazel certainly bears out the diagnosis in 
some of the previously reported cases. The association with lymphoblastoma and 
the pieture as shown would indicate, as Dr. Weidman suggested, endothelial pro- 
liferation. That is greatly different from the histologic picture in the cases of 
dermatomyositis with accompanying poikiloderma. The superficial characters are 
the same, but the character of the infiltrate in dermatomyositis with poikiloderma is 
more of an inflammatory one, that is, a perivascular and periglandular infiltration. 
The endothelial elements are not so pronounced. The inflammatory process is just 
about as intense but considerably more rapid in its progress. Curiously enough, 
the end results, the final histologic pictures are similar. There is marked atrophy of 
the epithelial elements and hyalinization of the papillary and subpapillary zones. 

The condition in the case reported by Dr. Guy as poikilodermatomyositis 
resembles that in Dr. Hazel’s case only superficially and not at all clinically 
except in this final picture that I have mentioned. Streptococcus viridans was 
found in the teeth and in the blood stream in Dr. Guy’s case. This finding pre- 
viously was reported, I think, by Rosenow in cases of dermatomyositis. In Dr. 


25. Weidman, F. D.: Personal communication to the author. 
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Guy’s case the vitamin C level of the blood was low and could be raised cop. 
siderably by forcing ascorbic acid and citrous fruit juices, and with some improye- 
ment to the patient, but when this experiment was discontinued the vitamin ¢ 
level dropped immediately. However the patient’s condition continued to improye. 

I think, as Dr. Hazel suggested, that one may come to the conclusion eventually 
that poikiloderma is a clinical entity, but only superficially so. It is more of a 
symptom rather than a separate disease, having a number of different underlying 
causative factors. 

Dr. Frep D. WeipMAN, Philadelphia: This paper appeals to me_ because 
on the occasion of a pleasant and profitable visit to Oklahoma City Dr. Hazel 
gave me the opportunity of seeing the patient and subsequently referred tissue 
to me. He is to be complimented because he performed no less than six biopsies 
on a single person. 

Speaking only in respect to the histologic picture, it is always one aim of the 
pathologist to interpret tissue changes from the standpoint of causation, and he 
does this largely on the basis of the processes which he envisages in the tissues, 
Doing this, the interpretation of some one or other of the larger groups of 
pathologic processes can be accomplished rather readily as a rule, i.e. as to 
whether they are degenerative, inflammatory, neoplastic or of the order, say, 
of one of the leukoses. As to this case of Dr. Hazel’s, one can readily eliminate 
the possibility of a neoplasm. Certainly the condition is not a simple degeneration; 
there is decided cellular infiltration. To come to the point, only two kinds of 
processes remained with which we had to struggle in our histologic studies. Was 
this a subacute inflammatory infiltration or a leukotic proliferation? 

The reason why I felt that this was not a simple inflammatory infiltration 
was, first, the diffuseness of the infiltration. In most inflammatory infiltrations 
of the skin there is concentration of the cells around the blood vessels and in this 
case the infiltration was indeed a diffuse one. Secondly, there was a clustering 
of certain of the lymphocytes within circumscribed spaces that suggested “in situ” 
proliferation, such as one always examines for so carefully when studying the 
leukoses. Finally, there can be no question about the presence of a reticulosis. 
Incidentally, I admit that reticuloses are frequently inflammatory; they are 
not invariably a part of the leukotic proliferation by any means. The presence 
additionally of some large cells on the reticulum made me feel that the reaction 
was of the type seen in granuloma fungoides. 

After that there remains one other item to emphasize, namely, those singular 
lakes of fluid under the epidermis. Dr. Hazel reported that he elicited something 
on the order of a Nikolsky phenomenon in his patient. Indeed, it looked as 
though the epidermis should be able to slip off easily. That, of course, does not 
necessarily involve such conditions as pemphigus or the Senear-Usher syndrome; 
it is merely an item which should be remembered in future studies of poikiloderma 

This is a rather distinctive histologic picture, particularly if it should be found 
that the lakes of edema under the epidermis turn out to be constant in this 
disease. I feel sure that if I saw this picture again my thoughts would turn 
at once to poikiloderma. The changes responsible for the lakes were of the’ 
order of a simple liquefaction, without any evidence of necrosis. I do not know 
what the histologic picture is in vitamin deficiencies, but just a short time ago 
Dr. Guy told me of his case of vitamin C deficiency (apparently) in a patient 
with poikiloderma.15 It may be that Dr. Hazel has called attention to a feature 
which can be taken advantage of if, as, and when an attempt is made to reconcile 
vitamin deficiencies with definite types of tissue change. 
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| um sure that every one who saw the colored lantern slides of the patient’s skin 
thov ht at once of granuloma fungoides; so did I when I first saw the patient. 
But there are other clinical data which Dr. Hazel has recorded which effectively 
rule out that dermatosis, although I do not mean to say that the condition in this 
case is finally established as one of the lymphoblastomas. It is only an opener, 
as it were, for consideration of future cases of poikiloderma. They merit study 
along the established technical lines of the hematologist, including examinations of 
the lymph nodes and bone marrow. 

Dr. Onis G. HAzet, Oklahoma City: It has been interesting to observe the 
patient under discussion for the past two years and to note that the infiltration 
was melted by screened roentgen ray, which I believe might be further evidence 
that the condition is a lymphoblastomatous one. 

I, too, am not willing to say that this is a definitely established case of 
reticuloendotheliosis, but I do believe that the histologic evidence at least points in 


that direction. 


1200 North Walker Street. 
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RELATION BETWEEN SYPHILIS AND TUBER- 
CULOSIS IN THE NEGRO 


GOLDBLATT, M.D. 
CINCINNATI 


SAMUEL 


The literature concerning dual infection with syphilis and tuber- 
culosis contains extremely divergent opinions. 

The predisposing influence of syphilis on the contraction of tuber- 
culosis has been discussed widely. Wile and Marshall, Tedeschi? 
Brock * and others* have stated the opinion that syphilis definitely 
predisposes to tuberculous infection. Proof of such predisposition has 
not yet found universal acceptance. Epstein,’ Lyon,® Bramkamp‘ and 
Scherber * concluded that there is little positive evidence for such a 


From the Shoemaker Clinic, the University of Cincinnati Medical School. 

Read before the Section on Preventive and Industrial Medicine and Public 
Health at the Ninetieth Annual Session of the American Medical Association, 
St. Louis, May 18, 1939. 

1. Wile, U. J., and Marshall, C. H.: Visceral Syphilis: Syphilis of the 
Lung, Arch. Dermat. & Syph. 4:37 (July) 1921. 

2. Tedeschi, cited by Potter, N. B.: Salvarsan in the Treatment of Double 
Infections, Tuberculosis and Syphilis, Am. J. M. Sc. 152:823, 1916. 

3. Brock, B. G.: Inquiry into the Prevalence of Syphilis in the South 
African Native, and Its Influence in Aiding the Spread of Tuberculosis, Lancet 
1:1270, 1912. 

4. Orszagh, O.: Pulmonary Tuberculosis and Syphilis, Tubercle 14:145, 
1933. Sergent, E., and Cottenot, P.: Syphilis et tuberculose pulmonaire 
fibreuse, Bull. Acad. de méd., Paris 89:485, 1923. Marino, E., and Mussio- 
Fournier, J. C.: Un mot a propos de la syphilis et de la tuberculose, Bull. et 
mém. Soc. méd. d. hép. de Paris 43:1002, 1919; abstracted, J. A. M. A. 74: 
359 (Jan. 31) 1920. Bronfenbrenner, J.: The Complement-Deviation Test with 
Besredka’s Tuberculin and the Occurrence of Tuberculosis Among Syphilitics as 
Diagnosed by This Test, Arch. Int. Med. 14:786 (Dec.) 1914. 

5. Epstein, B.: Ueber den Einfluss der kongenitalen Lues auf den Verlauf 
den Siuglingstuberculose, Med. Klin. 21:1421, 1925; abstracted, J. A. M. A. 85: 
1438 (Oct. 31) 1925. 

6. Lyon, J. A.: Contact Points Between Pulmonary Tuberculosis and 
Syphilis, Boston M. & S. J. 175:285, 1916. 

7. Bramkamp, A. L.: Syphilis and Tuberculosis, California State J. Med. 
21:52, 1923. 

8. Scherber, G.: Ueber die Wechselwirkungen zwischen Syphilis und Tuber- 
culosis, Wien. med. Wchnschr. 75:1054, 1925; abstracted, Nelson’s Loose-Leaf 
Living Medicine, Survey of Literature, Service Volume, New York, Thomas 
Nelson & Sons, 1925, pp. 57-58. 
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view. Bowman ® stated: “The incidence of a positive Wassermann has 
vot been found to be of more frequence among the tuberculous than 
among the general population.” Turner '® stated: “Syphilis does not 
predispose a patient to pulmonary tuberculosis and certainly in the case 
of Negroes pulmonary tuberculosis seems to be considerably less fre- 
quent in syphilitics than in the general Negro population.” 

Padget and Moore" have explained the differing opinions on the 
basis of the different points of view of physicians dealing “with hos- 
pitalized patients (particularly in sanatoria) and the points of view of 
syphilologists dealing chiefly with ambulatory patients.” It must be 
borne in mind also that “autopsy conclusions suffer from the fact that 
whereas even minimal tuberculosis is relatively easy to detect at section, 
syphilis manifests itself . . . usually . . . only late in the course of 
the disease, and then often only to the experienced eye.” ' 

Much of the conflict of opinions was apparently due to the varying 
criteria used in making the diagnosis of syphilis. Many of the con- 
clusions in the literature are based on purely clinical findings or solely 
on routine serologic examination. A few authors, however, used all of 
the available facilities for arriving at a diagnosis. Obviously, with such 
a wide variety of diagnostic effort the results were not always com- 
parable. 

INVESTIGATIONS AT SHOEMAKER CLINIC 

In an attempt to solve some of these difficulties the records of 25,472 
ambulatory Negro patients of all ages entering the clinic during a period 
of twelve years (1926 to 1938) were reviewed. 

The diagnosis of syphilis was based on complete physical examina- 
tion and routine serologic investigation of all applicants (by Wasser- 
mann, Kahn or Kline tests and usually by all three). Dark field studies 
of doubtful open lesions and examinations of the spinal fluid of patients 
with suspected syphilis were carried out whenever possible. Repetitions 
of the serologic tests, including provocative procedures, were utilized 
whenever from the history or the physical findings there was any reason 
to suspect the presence of syphilis. 

The diagnosis of tuberculosis was based on physical examinations 
by expert phthisiologists together with fluoroscopic and roentgen 
examinations of the chest. Investigation of the sputum for tubercle 
bacilli and guinea pig inoculations were made when the results of the 
previously described laboratory procedures did not confirm the physical 


findings. 


9. Bowman, A. K.: Syphilis as a Complication of Tuberculosis, Lancet 2: 
1289, 1923. 

10. Turner, T. B.: The Race and Sex Distribution of the Lesions of Syphilis 
in Ten Thousand Cases, Bull. Johns Hopkins Hosp. 46:159, 1930. 

11. Padget, P., and Moore, J. E.: The Interrelationships of Tuberculosis, 
Syphilis, and Antisyphilitic Treatment, Am. Rev. Tuberc. 33:10, 1936. 
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Further study leading to confirmation of the diagnoses was made iy 
81 per cent of the cases of tuberculosis in which the patients were hos- 
pitalized at the Cincinnati General Hospital or the Hamilton County 
Tuberculosis Sanatorium at some time during the course of the disease. 

Autopsies were performed on 41 per cent of the patients who died 
(315), and the diagnosis of tuberculosis was confirmed in all cases in 
which section was done. Of the cases in which both tuberculosis and 
syphilis were known to be present (186) anatomic evidences of the 
concomitant syphilis were found in 34 per cent. 

An analysis of the complaints with which the patients entered the 
clinic and the actual diagnoses of the diseases from which they suffered 
is shown in table 1. 

Males and females were found to have approximately the same char- 
acteristics of age distribution and mortality rates on preliminary inves- 


TaABLe 1.—Distribution of Diseases 


Total (25,472) 

1 Entrance’ Actual 

Diag- Complaint, Diag- Complaint, Diag- 
Disease nosis, % A nosis, % % nosis, % 


Minor miscellaneous complaints 5s, 38.7 
Syphilis alone 5. 33.7 
Other venereal diseases 3 13, 
Infectious diseases............... 
Cutaneous diseases.............. 
Metabolic disturbances 
Tuberculosis alone,.............. 
Tuberculosis and syphilis........ 


Sl 


> 


tigation of tuberculosis and syphilis. Therefore, in the remainder of this 
study we have made no further sex distinction. 

It is probable that the distribution brought out by this investigation 
is representative of the Negro population of Cincinnati. This probability 
is supported by the fact that about one half of the entire Negro popula- 
tion came under observation. The possibility that we were dealing with 
a selected unhealthy group is extremely remote, since many patients 
came in with minor traumas or trivial symptoms and a large percentage 
entered the clinic with false impressions as to their condition. 


PREDISPOSITION 


It was found that 33.7 per cent of the entrants to the clinic had 
syphilis either alone or combined with tuberculosis, whereas only 4.9 per 
cent of the patients came in with this specific complaint. A diagnosis 
of tuberculosis was made in 2.5 per cent of cases, but only 1.2 per cent 
of the patients were aware of their, condition on entry. In other words, 


70.2 16.2 64.1 42,2 
3.0 30.9 4.3 82.4 
4.8 7.9 9.8 10.8 
11.2 7.5 114 7.0 
32 2.0 4.0 2.3 
8.2 4.8 24 
0 0.9 0.6 1.2 
0 1.0 0.6 1.8 
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about one seventh of the patients with syphilis and less than one half 
of the patients with tuberculosis realized their condition. Tuberculosis 
was found in 318 (2 per cent) of the 16,919 patients without syphilis 
and in 326 (3.6 per cent) of the 8,556 patients with syphilis. Almost 
double (1.8 times) the amount of tuberculosis was found among the 
syphilitic as among the nonsyphilitic patients. 

In view of the fact that syphilis appears to have a predisposing influ- 
ence on tuberculosis, it was decided to break down the data into age 
groups. 

The age distribution for the entire group of cases was plotted and 
was found to be practically the same as the distribution for the cases 
of syphilis alone. 

From chart 1 it is apparent that tuberculosis alone occurred oftener 
in the younger age groups than did syphilis alone. On the other hand, 


syphilic alone 

syphiiio and Tuderculosis 


Chart 1.—Age distribution of entrants to the clinic. 


tuberculosis combined with syphilis (326 instances) was relatively more 
prevalent in the older age groups. This was to be expected, for the 
patients (310) had all contracted syphilis first, and the tuberculosis 
must therefore have been contracted at higher ages. Table 2 shows the 
effect of this influence by age. Chart 2 gives a comparative picture 
(table 2, columns 3 and 6) of the incidence of tuberculosis among non- 
syphilitic and among syphilitic patients. 

It is shown also that patients with syphilis are susceptible to tuber- 
culosis at the higher ages to a much greater degree than are those who 
are free from the influence of syphilis. 

It is clear that there is more tuberculosis per thousand patients with 
prior syphilis than per thousand without prior syphilis. The ratios are 
highest for the older ages but are higher throughout. For the extreme 
age groups there is a lack of data, and the ratios are therefore less 
reliable quantitatively than those for the intermediate age groups. How- 
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ever, the general trend indicates (a) that there is considerably more 
chance of contracting tuberculosis if syphilis is present and (b) that 
the presence of syphilis causes the normal incidence of tuberculosis by 
age to be much altered. Among nonsyphilitic persons tuberculosis enters 
at a maximum rate in the twenties, falling away at lower and at higher 
ages. Among syphilitic persons, however, the incidence of contraction 
of tuberculosis increases steadily with age to about the age of 40 and 
then appears to level off or to decrease somewhat. 


EFFECT OF ANTISYPHILITIC TREATMENT 


Another phase of the study was concerned with evaluating the effect 
of treatment for syphilis. 


40 


———= Tuberculosis in syphilitic patients 
—---=~ Tuberculosis in nonsyphilitic patients 


0-3 To-29 30-49 50 and up 


Age of Contraction of Tuberculosis 


Chart 2.—Incidence of tuberculosis in syphilitic and in nonsyphilitic Negro 
patients. 


The subjects of this investigation were 8,246 patients with syphilis 
alone and 326 patients with syphilis and tuberculosis. 

The first group was divided into two parts, those who received anti- 
syphilitic therapy and those who did not. Each case was traced until 
the patient died, withdrew voluntarily or reached the end of the period 
of observation (Dec. 31, 1938). Thus, some patients were under obser- 
vation for as long as ten years and some for less than a year. It is, of 
course, possible that the mortality rate among those who withdrew from 
observation was higher or lower than that of the patients who were 
observed until death. The element of age also enters into the question. 
Preliminary investigation showed that the age distribution was about 
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i.e same in the treated and in the untreated group. Since the age dis- 
‘ribution was similar in the two groups, the combination of all ages 
should not affect the death rate. 

Table 3 gives the number of syphilitic patients observed, the number 
of deaths and the death rates per hundred during the stated periods of 


observation. 
It is obvious from this table that antisyphilitic treatment exerts a 


beneficial effect in the average case of syphilis so far as reduction in the 
mortality rate is concerned. This favorable effect of antisyphilitic 


Taste 2.—Comparative Incidence of Tuberculosis Among Nonsyphilitic 
and Syphilitic Patients 


Nonsyphilitic Patients Syphilitic Patients 
Total with- TBC with- TBCper Totalwith TBCwith TBC per 
Ages out Syphilis out Syphilis 1,000 Syphilis Syphilis 1,000 Ratio 


0- 9 47 19.7 14 
10-29 7,627 187 24.5 4,237 146 34.4 14 
30-49 4,349 84 19.3 3,446 135 39.1 2.0 
50 plus 1,446 16 11.0 670 25 37.3 3.4 


& 


16,919 334 19.7 8,556 310 36.2 


Total 


TABLE 3.—Death Rates for Patients with Syphilis and Without Tuberculosis 
(8246 Cases): Effect of Antisyphilitic Treatment 


Treated 


Untreated 


Observat‘on No. of Death No. of Death 
Period, Patients Rate Patients Rate 
Years Observed Deaths per 1060 Observed Deaths per 100 Ratio 

1 840 165 20.0 2,504 86 3 6.6 

2 379 47 12.2 804 32 4 3.0 

3-5 534 65 12.1 1,105 69 6 2.0 

6-10 177 2 18.0 306 47 15 12 

All years 1,930 309 16.0 4,719 234 5 3.3 


therapy is most marked among treated patients observed for less than 
five years. Among treated patients observed for a period longer than 
five years the mortality rate increases rapidly. In the series presented, 
however, these patients constituted a therapeutically unresponsive residue, 
and it is probably true that the death rates in such groups would tend to 
approach more closely the death rate among the untreated patients if 
the experiment were carried further than ten years. By implication, 
however, if the death rate among the treated syphilitic patients is reduced, 
the recovery rate is increased. 

The mortality experience in 318 cases of tuberculosis alone is shown 
in table 4. 

The rates are not strictly comparable, for the age distribution was 
not quite the same in the syphilitic and in the nonsyphilitic group 
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However, it was shown by preliminary work that this element did not 


affect seriously the comparison on a rough basis. 
In a similar manner the 326 cases of combined tuberculosis and 


syphilis were divided and traced (table 5). However, since the deaths 
in this group were diagnosed as resulting from tuberculosis, it was 
desirable to learn how the death rates were affected by the type of the 
concomitant syphilis and by antisyphilitic therapy. 


TaBLe 4.—Death Rates from Tuberculosis Alone (318 Cases) 


Number of 

Patients Deaths from Deaths 

Observation Period, Years Observed Tuberculosis per 100 
282 64 
160 35 

177 23 


129 


TasLe 5.—Death Rates from Tuberculosis with Syphilis (326 Cases) 


No. of Deaths No. of Deaths 
Observation Patients from Death Patients from Death 
Period, Yr. Observed TBC Rate Observed TBC Rate 


Untreated Latent Syphilis Treated Latent Syphilis 
A 19 127 15 
39 90 28 
21 116 2 24 
21 36 31 
25 369 22 
Treated Late Active Syphilis 


Ratio 


6 
3 
2 
18 
Total Untreated Syphilis 
29 


35 
18 

6 
88 


In table 5 the data are broken down in order to show the variations 
in mortality from tuberculosis produced by the different stages of the 
complicating syphilis. 

The insufficiency of the data from which tables 4 and 5 were con- 
structed prevents the drawing of fixed conclusions. Certain trends, 
however, are discernible. The age element has been eliminated, although 
it should be remembered that these average rates for all ages together 
would be greater or less for individual age groups. There are also slight 
differences by sex, which have been ignored after preliminary separation. 


13 
14 
0.9 
0.7 
11 
B 1 19 7 37 22 5 23 1.6 
2 b 16 1 7 7.9 
3-5 ) 29 7 24 1.3 
6-10 12 2 17 3.9 
All yr. p 79 15 19 2.2 
Total Treated Syphilis 
c 1 149 16 1 
2 8&5 41 146 26 25 1 
3-5 81 22 145 35 24 0 
6-10 22 27 48 13 27 1 
ri All yr. 323 7 448 98 22 1 
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Inspection of section A (table 5) indicates that the mortality rate 
for tuberculous patients with latent syphilis under antisyphilitic treat- 
ment was only slightly greater than that for nonsyphilitic tuberculous 


patients. 


The average rates (all years combined) are: 


Untreated latent syphilis with tuberculosis.............. 25 per 100 
Treated latent syphilis with tuberculosis................ 22 per 100 


The mortality rate for tuberculous patients with, untreated latent 
syphilis was higher by 30 per cent in the first year and 40 per cent 
in the second year than that for tuberculous patients with treated latent 
syphilis (ratio column, table 5). 

In later years, those whose deaths were postponed by the anti- 
syphilitic treatments begin to die from tuberculosis. 

Inspection of section B (table 5) indicates that untreated late active 
syphilis in tuberculous patients caused the death rate to be almost twice 
as great as the rate from tuberculosis alone. Similarly, the rate from 
untreated late active syphilis was twice as great as that which occurred 
when late active syphilis was treated. In other words, treatment brings 
the rate down so that the influence of syphilis in causing death is small. 

Section C (table 5) represents the combination of latent and active 
syphilis. The trends of section A and B are practically neutralized by 
the mixture. It is apparent, however, that the total untreated group 
shows a death rate about 20 per cent higher than that of the treated 
group. The mortality rate for treated syphilis in tuberculous patients 
is about 15 per cent higher on the average than the rate for those with 
tuberculosis only. 

Most of the tuberculous patients with syphilis received inadequate 
and irregular antisyphilitic therapy. It is probable that the results would 
have been better, especially in the later years, if the antisyphilitic therapy 
had been intensively and continuously administered. 


SUMMARY AND CONCLUSIONS 


The conflicting ideas in the literature regarding the interrelation of 
syphilis and tuberculosis are briefly reviewed. 

The incidence of syphilis in the clinic population was 33.7 per cent. 

The incidence of tuberculosis in the syphilitic patients of the clinic 
was almost twice (1.8 times) as great as in the nonsyphilitic patients. 

Among Negroes the previous acquisition of syphilis probably 
increases the likelihood of acquiring tuberculosis. 

The presence of syphilis causes a decided increase of the incidence 
of tuberculosis in the older age groups. 
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In this study, the course of tuberculosis in the Negro was found to 
be influenced unfavorably by syphilis. 

The mortality rate for untreated syphilis was found to be several 
times as great as that for treated syphilis when tuberculosis was not 
present. 

Mortality rates for tuberculosis were increased by the presence of 
associated syphilis, particularly when the latter was in a late active stage. 

Antisyphilitic treatment administered to patients with both tuber- 


culosis and syphilis prolonged life. 
From this study it appears that the control of syphilis among 
Negroes will assist substantially in the control of tuberculosis. 


Statistical assistance in this study was given by Mr. R. L. Glazier, A.A.S.A,, 
A.A.LA., of the Union Central Life Insurance Company, Actuarial Department. 
Assistance was furnished also by the personnel of the Works Progress Administra- 
tion, Official Project 665-42-3-161, Dermatovenerologic Survey, Shoemaker Clinic. 
Dr. Alfred Friedlander, Dean and Chief of Staff, and Dr. Stanley Dorst, Assistant 
Dean, gave permission to review records of the cases of patients of this clinic 
who were hospitalized in the Cincinnati General Hospital. Dr. E. L. Bishop, 
Superintendent, gave permission to review records of the cases of patients of 
this clinic who were hospitalized in the Hamilton County Tuberculosis Sanatorium. 


259 Doctors’ Building, Garfield Place. 


ABSTRACT OF DISCUSSION 


Dr. CuHarces C. DENNIE (Kansas City, Mo.): The research conducted by Dr. 
Goldblatt has been one of the largest pieces of work done on syphilis in the 
Negro race and, I think, also in the white. 

One is led to believe, and figures seem to confirm it, that the incidence of 
syphilis and tuberculosis in Negroes is higher than in white persons, and a surprising 
thing is that the incidence of syphilis among Negroes in the North approaches 
that in the South. 

One strange thing in this work is the surprisingly low incidence of tuberculosis 
among the Negroes examined and also the surprisingly low incidence of tuber- 
culosis associated with syphilis. When the two are combined, I believe it is about 
4 per cent. 

The idea in this paper is to show that syphilis has an unfavorable influence on 
the course of tuberculosis, and therefore one must consider tuberculosis as the 
more serious of the two diseases. Since, according to Dr. Goldblatt’s figures 
the incidence of tuberculosis is increased by the presence of syphilis, treatment 
of the syphilis really includes treatment of the tuberculosis, which is proper. 

The great question is: How shall one treat patients who have tuberculosis and 
syphilis at the same time? What type of treatment shall one use, and what is 
the result of that treatment? 

Comparative figures for the white race are not available, but it is well 
known that tuberculosis in the syphilitic patient, if it is not too active, does not 
offer contraindications to treatment of the syphilis provided one does not use 
the iodides. There has always been a controversy concerning the use of the iodides 
in the treatment of syphilis in persons who also have tuberculosis. It has been 
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my experience that inactive tuberculosis in several cases has been activated by 
the use of iodides. The iodides should not be used, although they are valuable 
remedies for the nontuberculous syphilitic patient. 

The greatest experience I have had in this line has been with concomitant 
syphilis and tuberculosis in the congenitally syphilitic patient. For a long time 
I have examined congenitally syphilitic patients for the presence of tuberculosis, 
using not only the Mantoux test but the roentgen rays (for thoracic roentgeno- 
grams) and following the cases to see what result the antisyphilitic treatment 
had on the course of the tuberculosis. 

My data are not completely correlated, but more than 10 per cent of the 
congenitally syphilitic children have co-existing juvenile tuberculosis. I do not 
think I have discontinued treatment of more than 3 patients for tuberculosis. 
I have paid little attention to the tuberculosis except to diagnose it. 

When these children were given the arsphenamines and bismuth and mercury, 
compounds, they gained weight and became sturdier. The juvenile tuberculosis was 
not influenced unfavorably by this treatment. 

Therefore, one may draw this conclusion from this work: If the patient 
has syphilis and tuberculosis at the same time and the tuberculosis is not of the 
miliary or rapid type but is somewhat controlled the patient should have his 
syphilis treated, but in a milder course and over a longer period, the treatment 
of syphilis depends on the stage of the disease. If the syphilis is latent, it may be 
the early latent form, the late latent form or late syphilis. In the patient with 
early latent syphilis the treatment should be active in the presence of dormant 
tuberculosis; if the tuberculosis is active the antisyphilitic treatment should be 
milder and confined to medication with compounds of bismuth and mercury. For 
the patient with latent syphilis also the treatment should be mild, with stress on the 
mercury and bismuth compounds and discretion in the use of the arsphenamines. 
For late syphilis with active tuberculosis only mercury and bismuth compounds 
should be used. The judicious use of antisyphilitic remedies for the tuberculous 
patient with syphilis is to be commended. 

Dr. Emit Bocen (Olive View, Calif.): Dr. Goldblatt showed in the group 
of Negroes in Cincinnati that the incidence of tuberculosis was higher among 
his syphilitic than among his nonsyphilitic patients. He inferred from this fact 
that syphilis in some way increases the incidence of tuberculosis. 

There are two other possible explanations for the figures which he gave. In 
the first place, both syphilis and tuberculosis are diseases increased by poverty, 
ignorance and carelessness, and it is possible that it is simply because of the environ- 
ment of this group that they were exposed to both conditions rather than that one 
condition actually accentuated or increased the incidence of the other. 

There is another possible explanation, however, that must not be disregarded. 
Patients treated for syphilis are kept under supervision and receive more close 
observation by the physician than do patients who consult him for treatment 
of a cold or some other minor complaint, for which they receive one treatment and, 
though the social worker may follow them up for years thereafter, are not so 
readily recognized as having symptoms of tuberculosis and referred for further 
study as are patients who are frequently and for a long time seen in the clinic 
under treatment for syphilis. 

The second part of Dr. Goldblatt’s study consisted of a study of the effect 
of treatment for syphilis on the fate of the tuberculosis, and he showed definitely 
that the patients who received treatment did much better than those who did not. 

Incidentally, few of the figures in most other studies will agree with Dr. 


Goldblatt’s, 
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Most physicians who deal with tuberculosis have a fair regard for the dangers 
of intensive antisyphilitic treatment in the presence of active tuberculosis. [; 
one were dealing with latent tuberculosis and active syphilis, that would be 
different, but four fifths of the patients whose cases Dr. Goldblatt reported haq 
latent syphilis, and all of the tuberculous group had active tuberculosis. Since 
those patients were under the care of physicians who had had some experience 
with tuberculosis, I think it is probable that only patients whose tuberculosis was 
comparatively mild were referred for treatment. 

‘A reanalysis of this group in terms of the stage of tuberculosis at the time 
the patients were referred for treatment for the two conditions and the reason 
that treatment was denied the untreated group might show that it was not 
that the treatment improved the prospects of the tuberculous patients but that only 
those patients who had good prospects were referred for treatment. Such a 
suggestion seems supported by the fact that the mortality rate for the treated 
group with active tuberculosis was lower than one would expect, considering 
the mortality from tuberculosis among Negroes in Cincinnati. 

I think there is no question that from the purely statistical point of view Dr. 
Goldblatt has shown a concomitance of tuberculosis and syphilis in his group, 
and I think that his figures show definitely that the treated group did better than 
the untreated group. One still must look further to see whether the incidence 
of syphilis really affected the incidence of tuberculosis or merely affected the inci- 
dence of recognition of the disease and whether it was the treatment that 
improved the prospects or the improved prospects that allowed the patient to be 
treated. 

Dr. SAMUEL GoLpBLATr (Cincinnati): All statistical papers are open to various 
interpretations. In this particular instance, of course, more patients with far 
advanced tuberculosis were treated in an ambulatory clinic than would ever have 
been treated if the facilities and public health measures for the control of 
tuberculosis had been in better shape. 

Secondly, many patients refused to go to the tuberculosis sanatorium and were 
therefore treated as ambulatory patients when they should have been hospitalized. 
Antisyphilitic treatment was administered to them without particular regard to 
their tuberculosis. I did not modify the doses, and the patients seemed to get along 
well enough. The fact that the patients in the late active phases of syphilis 
showed a slightly better effect than would have been expected if they had had 
tuberculosis alone is solely due to the small number of cases. I do not think too 
much significance should be placed on this figure among Negro patients, partic- 
ularly patients with serious complications of syphilis, in whom the far advanced 
manifestations of tuberculosis play a small role in determining whether they 
go to a hospital or whether they continue antisyphilitic treatment. Purely because 
these patients came in as they pleased without regard to their physical condition, 
we had an opportunity to treat an unselected group. The amount of antisyphilitic 
treatment that they received was particularly inadequate, certainly, to control 
the syphilis. What they did receive, however, apparently cut down the expected 
increased death rate from the combined syphilis and tuberculosis. 
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Clinical Notes 


QUININE DERMATITIS FROM ANACIN 


Joun H. Lams, M.D., OKLAHOMA City 


In recent years anacin,! a proprietary preparation containing acetylsalicylic 
acid, acetophenetidin, caffeine and quinine, has been widely used for relief of pain. 

Since the work of Kracke? suggesting coal tar products as the cause of 
agranulocytosis, it has been less commonly used by physicians, but it is still fre- 
quently recommended by dentists. 

Settle 3 reported a recurrent bullous dermatitis from anacin. Since the demon- 
stration of anacin as the causative factor in dermatitis medicamentosa has not 
been found in a review of the dermatologic literature, the following cases are 


recorded, 


REPORT OF CASES 


ror 


Case 1.—During the third week of treatment for acne, Miss W. T. had two 
third molar teeth extracted. The dentist recommended anacin tablets for the 
relief of pain. Twenty-four hours after the ingestion of 2 tablets a fine scarlatini- 
form eruption appeared on the back and beneath the breasts. Itching became 
intense, and in a few hours the rash became more diffuse; it was urticaria-like 
in certain areas, and puffiness developed about the eyes. On detailed questioning 
the patient recalled that as a child she had had an even more severe reaction to 
quinine. After the rash had subsided, each of the ingredients of anacin except 
quinine was administered without ill effects. 

Case 2.—C. L., a physician, complained of a slight eruption on the buttocks 
and above the waist, which he attributed to strawberries eaten the day before, 
although he had eaten this fruit inany times previously without having a similar 
rash. On being questioned about the intake of drugs he recalled that on the day 
preceding the development of the eruption he had taken 2 anacin tablets after 
extraction of a tooth. During the twenty-four hours after the appearance of the 
rash the scarlatiniform eruption spread rapidly and became violently pruritic. At 
that time the generalized eruption began to subside, and a few new lesions, more 
urticaria-like, appeared. Within a few days the entire eruption faded. Since then 
the ingestion of each of the ingredients of anacin except quinine in the form of 
empirin compound failed to produce an eruption. A patch test with 1 per cent 
aqueous solution of quinine hydrochloride showed a strongly positive reaction in 
forty-eight hours, accompanied by slight chilliness, but no generalized dermatitis 


followed. 


1, At the time that anacin was analyzed in the chemical laboratory of the 
American Medical Association, each tablet was found to contain essentially 
3 grains of acetylsalicylic acid, 1% grain of quinine sulfate, %4 grain of caffeine 
and 3% grains of acetophenetidin. 

2. Kracke, R. R.: Recurrent Agranulocytosis: Report of an Unusual Case, 
Am. J. Clin. Path. 1:385 (Sept.) 1931. 

3. Settle, R. O.: Dermatitis Medicamentosa Due to Quinine, J. A. M. A. 
106:21 (May 23) 1936. 
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SUMMARY 


Two instances of dermatitis medicamentosa following the use of anacin are 
presented. 

It was demonstrated in each case that the offending drug was quinine, 

Each anacin tablet contains 1 grain (0.06 Gm.) of quinine. 


CONCLUSION 


In attempting to find the cause of unexplained dermatitis medicamentosa the 
physician should remember that anacin, which contains quinine, is rather widely 
used as an anodyne. 


Correspondence 


SYPHILIS AMONG ARABS IN THE NEAR EAST 


To the Editor:—Dr. C. M. Hasselmann in his article “Syphilis Among Arabs 
in the Near East” (Arcu. Dermat. & Sypu. 38:837-855 [Dec.] 1938) has made 
possible erroneous impressions relative to the disease entities so designated. 

It seems a bit irregular for any man to spend, by his own admission, just 
over a week in the heart of the beje/ field and consider himself prepared to criticize 
carefully controlled scientific observations extending over twelve years of concen- 
trated first hand study. 

Realizing that four of Dr. Hasselmann’s observers located in and around Deir- 
ez-Zor, Syria, and referred to by him as authorities on bejel do not even possess 
a microscope, much less other laboratory facilities, and that if and when laboratory } 
work reported by them was done it was done for them in the laboratory from | 
which Dr. Hudson’s work issued, it becomes increasingly apparent that the state- 
ment that, “some persons desire to make a case regardless of facts” is true, but 
not in the direction intended by its author. 

The incongruity of it all becomes apparent when one attempts to picture the 
Bedouin mother contracting bejel from her 6 month old congenitally (?) syphilitic 
son with mucous patches in his throat. 

Or, as Dr. E. H. Hudson’s successor in the field, when I treat a 6 month old 
or a 1 year old child with bejel, am I forced to conclude that infection occurred 
during fellatio or cunnilingus ? 

“In a people of whom a considerable percentage must have latent and con- 
genital syphilis, the disease runs the same course in the Near East as elsewhere” 
is a statement which cannot go unchallenged by those of us who have had the 
opportunity of spending more than three days in the heart of this controversial field. 

I have no brief as to nomenclature, but I do plead for an accurate statement 
of facts and a fair evaluation of them. Must it not come, after all, from those 
who know the Bedouin and his ways and are qualified to speak with authority? 


GLENN S. Rost, M.D., 


Director, American Mission Hospital, Deir-ez-Zor, Syria. 


To the Editor:—The letter by Dr. Glenn S. Rost stated that I and, in fact, all 
observers in the Near East commenting on /oath, bejel and allied diseases, with 
the exception apparently of Dr. E. H. Hudson and his co-workers in the Presby- 
terian Mission Hospital in the town of Deir-ez-Zor, Syria, have “made possible | 
erroneous impressions.” Unfortunately he fails to cite even a single instance i 
which might enable me to refute him “sine ira” but “cum studio.” Instead, he is 
dealing in generalities hard to dissect, and he even besmirches the professional 
standing of his new Syrian colleagues. : 
Since you have requested an answer, however, I shall comment on each para- : 


graph of his letter separately, as follows : 

1. It seems strange indeed that Dr. Rost either hoids that bejel, loath, firjal 
and allied conditions should be all separate “disease entities,” as he is implying, 
or has failed to grasp the meaning of my paper (ArcH. Dermat. & Sypn. 38: 
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837-855 [Dec.] 1938), which clearly states (p. 854): “Syphilis is designated by 
various colloquial terms in the area between the Mediterranean Sea and the 
Persian Gulf.” 


2. On page 841 I clearly said that one month was spent in those respective 
regions and not “just over a week,” as Dr. Rost would make it appear. I have 
taken great pains not only to present my own experiences, experimental as well 
as clinical, extending over nearly fifteen years now so far as special studies are 
concerned, but to name each qualified informant and competent observer evaluating 
his information: “Such information, when given by experienced and competent 
observers, was considered conclusive and dependable and accepted as a basis for 
the following comment.” 


3. The Maude Memorial Hospital in Basra, the Royal Hospital in Baghdad and 
its various University Units and the various hospitals and health agencies in 
Haiffa, Jerusalem, Damascus and Beyrouth, as well as a number of private phy- 
sicians, including those at Deir-ez-Zor, are well equipped with laboratory facilities, 
including microscopes, although Dr. Rost knows that microscopically Spirochaeta 
pallida is indistinguishable from Treponemia pertenue. As a matter of fact, most 
of the aforementioned organizations are far better equipped and better conducted 
than the Presbyterian Mission Hospital’s laboratory in Deir-ez-Zor, where Miss 
A. L. Young is so valiantly striving to overcome the many obstacles of limited 
funds and material. As to the medical qualifications, it must be remembered that 
none of my informants has just arrived, as Dr. Rost has since my stay; they 
have all been there for many years and even decades, “in the heart of the bejel 
field.” Most of them are natives of these countries, and several are experienced 
dermatologists and venereologists with long training in Germany,. France and 
England; they have made for years “carefully controlled scientific observations” 
(to use Dr. Rost’s own wording). Therefore, they at least have authority to 
speak. As to Dr. Rost’s own qualifications, not a single scientific publication of 
his can be found in the medical literature. If since his graduation he has gained 
any special knowledge of, or had any training in, dermatology and syphilology in 
general or framboesia tropica in particular, during his internship in a Philadelphia 
hospital, his subsequent connection with a hospital in Halstead, Kan., or the few 
months since his arrival in the town of Deir-ez-Zor, he has still to prove it to 
the medical world (the more so since he has specialized in surgery), in order to 
speak with authority on bejel. 


4 and 5. These two paragraphs do not make any sense, unless Dr. Rost still 
holds that a syphilitic child can be born of a nonsyphilitic mother. 

6. Dr. Rost ought to be congratulated if he is able to nullify the results of 
decades of observation and study by others after spending only “three days” in 
the field. 

7. It is laudable that Dr. Rost does not now advocate (as Dr. Hudson long 
did) the theory that a Christian gets only syphilis and a Mohammedan bejel and 
that he has overcome any possible prejudices, religious or intellectual, relative to 
calling a spade a spade, that is, admitting the occurrence among Arab Bedouins 
of congenital syphilis as well as of syphilis contracted by sexual intercourse, be 
the syphilitic lesion called “venereal, nonvenereal, genital or extragenital,” or what- 
ever the portal of entry of the infection. 

Every one will agree with Dr. Rost that the evaluation of facts must come 
from competent and trained observers, not from beginners, from those “who know 
the Bedouin and his ways” and who are, perhaps, native to the country; but not 
from recently arrived, untrained foreigners who are unfamiliar with dermatology 
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eneral and the protean manifestations of syphilis in particular and who not 
only are alien to loimologic phenomena in semiprimitive peoples of the tropics 
and near tropics, but are biased by crusading religious and philosophic attitudes. 
The purpose of my studies, in which the United States Public Health Service 
was interested, has been to ascertain, first, whether in all or even in the majority 
of cases the picture termed firjal and bejel is really one and the same nosologic 
entity and, second, whether it is either syphilis or yaws. The answer to the first 
question is in the negative, as evidenced by photomicrographs; as to the second, 
vaws was never encountered, but syphilis only. 
"If Dr. Rost had spoken for Dr. Hudson, his predecessor, he could have men- 
tioned that the latter’s work in the Mission Hospital in the town of Deir-ez-Zor 
was most laudable from the general medical point of view. This atmosphere, how- 
ever, and his activity in only a very small region led him conspicuously astray in 
attempting to construe syphilis in the Mohammedan Arab nomadic semidweller as 
basically different from syphilis in the Christian Arab village dweller. The 
numerous contradictions and errors in his voluminous writings were partly pointed 
out in my paper (pages 839-840). With his “carefully controlled scientific obser- 
vations,” as Dr. Rost puts them, he stands entirely alone, and they are contra- 
dicted, without exception, by competent and trained observers in the field, as cited 
by name and qualifications in my article. Although in his most recent paper 
(Am. J. Trop. Med. 18:675-687 [Nov.] 1938) Hudson still polemized: “The 
crucial point is that ALL syphilitic women in the occident are infected in adult 
life,” he nevertheless is converted and has overcome whatever inhibitions he might 
have had, admitting courageously that even adult Arab Bedouins, although in a 
small percentage only, “acquire bejel through sexual intercourse,” and that like- 
wise congenital syphilis may occur, for both of which he cited examples. Hence 
“finis’ should be written in the medical literature under bejel, loath, firjal and 
kindred terms and “syphilis” used in their stead without prudishness (except for 
the obviously nonsyphilitic eruptions mentioned in my studies), just as “finis” has 
been written under the term “Philadelphia itch.” 


C. M. HASsEetMANN, M.D., D.T.M.& H., Maniza, P. I. 
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Abstracts from Current Literature 


Epitep By Dr. HERBERT RATTNER 


EryYSIPELOID AS AN OccuPpaATIONAL DisEAse. J. V. KiAuper, J. A. M. A. 111: 
1345 (Oct. 8) 1938. 

In an analysis of 100 cases of erysipeloid, Klauder noted that 88 of the patients 
were infected through an injury to the hands in the course of employment and were 
claimants under workmen’s compensation laws. Ninety-three of the patients were 
men. Most of them were employed in abattoirs, in the slaughtering of swine 
or in the handling of pork products. Sixteen patients were infected from fish, and 
infection from this source usually resulted in more severe disease than was con- 
tracted from other sources. A few patients were infected from food products or 
animal sources. An injury preceded the onset of infection in 95 per cent of cases. 
Pain was usually the first symptom and appeared within two days in 56 cases. 
This was followed by swelling and by a distinctive purplish red erythema. The 
hand was involved in all cases, the infection invariably beginning on a finger. 
The infection usually spread to other parts of the hand and occasionally to the 
arm. In 1 case the entire cutaneous surface was involved. Hemorrhagic vesicles 
were noted in 7 cases. Lymphangitis and adenitis occurred in 21 cases. Mild 
constitutional symptoms developed in 6 patients. Stiffness of the joints of the 
involved finger was common, Arthritis occurred in other joints; in 10 cases this 
persisted after the skin became normal. Relapse was noted in 6 cases. One patient 
had a second attack. Klauder has found effective remedies to be rest by splinting 
or carrying the arm in a sling; the application of dry or moist heat several times 
daily; constant wet dressings of ichthammol in alcohol, and repeated erythema 
doses of ultraviolet rays with a water-cooled quartz lamp. Immune serum is 
advocated by Klauder only if the infection persists one month, if it progresses 
rapidly or if the arthritic symptoms are conspicuous. In the majority of the 100 
cases the duration from onset to recovery was about three weeks. 


Curonic Streptococcic ULCER OF THE SKIN UNRESPONSIVE TO LocaL THERAPY 
But CURED BY SULFANILAMIDE: Report oF Two Cases. M. H. GoopmMan, 
J. A. M. A. 111:1427 (Oct. 15) 1938. 


In the cases of 2 patients with chronic cutaneous ulcers for which prior treat- 
ment had failed Goodman isolated a beta hemolytic streptococcus. The lesions 
were markedly inflamed, slowly necrosing and undermined, with an irregular ser- 
piginous border and an uneven base covered with copious thin yellowish serous 
fluid. Further local and systemic measures failed to effect any improvement. 
In 1 case cure resulted when sulfanilamide was administered for about five weeks; 
in the second case almost three months’ treatment with sulfanilamide was required 
for complete healing of the lesions. Lewis, New York. 


Test For Derivatives oF Barsituric Acip. E. J. Detmonico, Proc. Staff Meet., 
Mayo Clin. 14:109 (Feb. 15) 1939. 

The author considers the colorimetric procedure of Kopponyi the best. This 
test depends on the appearance of a reddish violet color, which is produced by 
the cobalt ion in the presence of an alkali, in chloroform. The clinical application 
of this test is simple and is described in detail by the author. 
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Peri\NAL ACTINODERMATITIS: TREATMENT BY EXCISION AND PEDICLE GRAFT. 
\. D. Smit, Proc. Staff Meet., Mayo Clin. 14:113 (Feb. 22) 1939. 

The author describes the details of the excision and pedicle graft operation in 
? cases of perianal actinodermatitis. The operation was performed with the use 
of sacral anesthesia. All of the skin showing the changes of roentgen dermatitis 
was excised, A pedicled graft 1.5 to 2 cm. wide and 5 to 8 cm. long was secured 
from the skin superior to the wound resulting from the excision of the affected 
areas, in which it was placed and sutured to the underlying muscle fibers. The 
denuded areas were about half covered with the flap; a gap was allowed for drain- 
age. Healing was prompt, and extensive scarring was prevented. 


ErRYTHERMALGIA OF THE Extremitizs. L. A. Smitu and E. V. ALLEN, Proc. Staff 
Meet., Mayo Clin. 14:225 (April 12) 1939. 

The name erythermalgia has been suggested for the syndrome first described 
by Weir Mitchell in 1878, which he called erythromelalgia. This term is advised 
to indicate the greater importance of the presence of increased heat than of redness 
and pain in the involved parts and to differentiate the condition from a somewhat 
similar one which accompanies thromboangiitis obliterans and arteriosclerosis 
obliterans. The increase in temperature of the skin of the affected foot is the most 
important clinical feature of this condition. Attention is called to the fact that 
erythermalgia is frequently associated with polycythaemia vera. 


Dermoid Cysts OF THE FLoor or THE MoutH: Report or A Case. F. A. Fier 

and C. R. Dix, Proc. Staff Meet., Mayo Clin. 14:289 (May 10) 1939. 

The authors report a case of this rare condition, mentioning its usual sites. 
The cyst described was situated in the floor of the mouth, in the median line. 
Such cysts are congenital and are due to sequestration of the ectoderm during 
fetal life. They are encountered in patients between the ages of 12 and 25 years. 
Enlargement in the submental region is the first sign. The symptoms associated 
with this condition are thick speech and difficulty in mastication and swallowing. 
The important clinical feature which the authors consider diagnostic is the soft, 
doughy, putty-like consistency of the smooth cystic mass. It closely resembles 
a cyst of the lingual duct. The treatment is surgical removal. 

CostELLo, New York. 


Lupus Vutcaris. Ropert AITKEN, Brit. M. J. 1:160 (Jan. 23) 1937. 

This article is a sketchy review of the incidence, clinical picture and treatment 
of lupus vulgaris in Edinburgh, Scotland. Apparently lupus is not common in 
Scotland. The incidence has dropped roughly about 3 per cent within the past 
fifteen years and from 0.6 to 1 per cent in the past five years. In about 50 per 
cent of the cases lupus follows tuberculous cervical adenitis. This relation accounts 
for the diminishing incidence, because in many places tuberculous adenitis is now 
being treated by means of general light baths instead of surgically. The author 
feels that concentrated arc light treatment is the best local therapy for lupus and 
claims for this treatment 90 per cent of cures. 

Mercury vapor lamps produce results inferior to those obtained with arc light. 
Tuberculin should not be used merely as an adjunct but should be the remedy 
of choice in a case of extensive lupus in the absence of facilities for light treat- 
ment. The use of roentgen therapy is condemned because of the greater danger 
of subsequent development of cancer. 


DerMaTitis ARTEFACTA. E, W. Prosser Tuomas, Brit. M. J. 1:804 (April 17) 
1937. 
This is an interesting report of the case of a young woman who at the age 
of 22, while in training as a nurse, had an apparently necrotic lesion on the left 
fifth finger. The distal joint of the finger was amputated, and soon afterward a 
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similar area developed at the end of the fourth finger. During the succeeding iine 
years the patient underwent a series of amputations, thirty-three in all, during the 
course of which gradually the digits, portions of the limb and finally the entire 
shoulder to the glenoid fossa of the scapula were removed. Injections of alcohol 
were made into the tunica adventitia of the left brachial artery. A cervical sympa- 
thectomy was performed on the left. When finally a circular, gangrenous-looking 
lesion developed in the middle of the operative scar, complete studies showed, in 
retrospect, a classic history of hysteria: She had a remarkably cheerful attitude 
toward all of her ordeals, she had fainted several times, she had had urinary 
retention and aphonia and she was subject to sleepwalking. Another fact which 
should be of value to remember in such a case is that the tissues removed at 
operation were found to be quite normal. A brief description of the general 


subject is appended. Appet, Boston. 


TREATMENT OF DERMATOMYCOSIS WITH COMPOUND SOLUTION oF IopINE U, S., P. 
GIvEN INTRAVENOUSLY. A. TzaANnck, E. and J. P. Bull. Soc. 
franc. de dermat. et syph. 46:104 (Feb.) 1939. 

The patient was a man aged 29 who consulted the authors concerning dermato- 
mycosis of the right foot of three years’ duration. It was decided to use the 
following solution by intravenous injection: iodine, 1 Gm.; potassium iodide, 2 Gm., 
and distilled water, 100 Gm. 

On Oct. 13, 1938, 20 cc. of this solution diluted in 150 cc. of physiologic solu- 
tion of sodium chloride was injected, followed on October 14 and 15 by 30 to 40 cc. 
in the same volume of saline solution. The injections required about two hours 
and were tolerated well. The patient was discharged two weeks later, much 
improved. From November 8 to December 20 a dozen more ordinary intravenous 
injections of the solution were given in doses of 5 cc. each. At the end of this 
period the dermatosis had completely healed. 


IopINE TREATMENT OF CUTANEOUS Liporposes. A. NANTA and Bazex, Bull. Soc. 
franc. de dermat. et syph. 46:1344 (Feb.) 1939. 

The authors report excellent results in 2 cases of cutaneous xanthoma by means 
of intramuscular injections of iodized poppyseed oil. In 1 case, which is described 
in detail, thirty injections of 3 cc. each were given, after which the level of blood 
cholesterol fell to normal and the lesions on the skin disappeared. The authors 
mention that the results may be ascribed to the effects on the reticuloendothelial 
system, which in turn influenced the metabolism of cholesterol. The patient, how- 
ever, had congenital syphilis, although the authors remarked that in syphilitic 
patients with xanthomas specific therapy as a rule does not benefit the xanthomas. 


(Note: The interval between the injections was not stated, although in another 
article by Bazex in the same journal it was stated that iodized poppyseed oil was 
given by intramuscular injections in doses of 5 cc. twice weekly in a case of lipoid 
proteinosis. ) 


Myrtirorm VEGETATIONS. J. LACASSAGNE and F. Leseur, Bull. Soc. frang. 

de dermat. et syph. 46:210 (March) 1939, 

The authors describe a case of pedunculated vegetations occurring in the region 
of the urethra in a prostitute aged 28 years. Such lesions were reported and 
termed myrtiform vegetations by Simon, Bralez and Dugrenot (Bull. Soc. frang. 
de dermat. et syph. 43:84-91 [Jan.] 1936). The histologic picture is that of an 
elephantiasic inflammatory vascular papilloma. Syphilis and lymphogranuloma 
venereum can be excluded. The cause is undetermined, although the authors do 
not believe that the vegetations were traumatic in origin. 
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PsrUDOTABES CAUSED BY Pernicious ANEMIA. A. Bonisset and Gufs, Bull. Soc. 

frang. de dermat, et syph. 46:389 (March) 1939. 

The authors cite the case of a man aged 55 who was found to have disturbances 
of speech and loss of the tendon reflexes. A diagnosis of incipient tabes dorsalis 
was suggested, although the Wassermann reaction of the blood was negative and 
the pupillary reflexes were normal. Within a few days after the examination 
changes typical of pernicious anemia were observed in the blood. 

Laymon, Minneapolis. 


DysumroTic EXANTHEMS (OBSERVATIONS ON 1,630 PatreENTs). H. SCHUERMANN, 
Dermat. Wchnschr, 106:461 (April 23); 497 (April 30) 1938. 


On the basis of the literature, statistics and his personal observations, Schuer- 
mann concludes that dyshidrosis is a syndrome and not an etiologic entity. Many 
cutaneous diseases may cause a dyshidrotic eruption. The dyshidrotic exanthems 
are divided into five groups; mycoses, pyodermas, exogenous dermatitides, 
hematogenous-toxic exanthems (including drug eruptions) and perhaps a true 
dyshidrosis. Mixed forms are frequent. 


FouRTEEN YEARS’ EXPERIENCE IN THE TREATMENT OF SYPHILIS WITH MALARIA. 
Heinz GEISEN, Dermat. Wchnschr. 106:513 (May 7); 548 (May 14); 575 
(May 21); 611 (May 28) ; 635 (June 4) 1938. 

This is an extensive statistical study and discussion of 1,355 syphilitic patients 
treated by means of malaria. All stages of the disease were treated, especially in 
the earlier years of the use of this form of therapy. The article is too long and 
detailed to lend itself to a satisfactory abstract. The author saw no ill effects in 
young patients with normal circulatory systems. There was a total of 16 (1.18 per 
cent) deaths. Of those who died 5 had late syphilis with positive reactions of the 
spinal fluid and clinical evidence of the disease, 4 had tabes and 7 had dementia 
paralytica. The conclusion is that the combination of malaria therapy with 
arsphenamine is the best prophylactic against tabes and dementia paralytica. 


PecuLIAR LOCALIZATION OF A CIRCUMSCRIBED EczEMA IN A HorsESHOER. B. 


KricKeserG, Dermat. Wchnschr. 106:573 (May 21) 1938. 

A circumscribed dermatitis occurred on the thighs of a horseshoer. The lesions 
corresponded in their location with the areas against which the patient held the 
hoof. 


IMPORTANCE OF MEDICAL SUPERVISION IN SCHOOLS FOR CONTROL OF TUBERCULOSIS 
OF THE SKIN. A. Proppe and J. Heesen, Dermat. Wchnschr. 106:666 
(June 11) 1938. ‘ 

A considerable percentage of the cases of lupus vulgaris start in children of 
school age. Furthermore, in the earlier years of the disease it is frequently 
possible to effect a permanent cure by a simple excision. The point is illustrated 
by statistical tables. 


THE PREVENTION OF PRIMROSE DERMATITIS BY THE USE OF AMMONIA. RODERICH 
HetmKke, Dermat. Wchnschr. 106:669 (June 11) 1938. 


Helmke found that washing the area of skin exposed to a primrose leaf with 
a 25 per cent solution of ammonia prevented a dermatitis if it was done within 
fifteen minutes. After longer periods or in weaker solutions the preventive prop- 
erty was much less marked. If a primrose leaf is soaked in a 25 per cent solution 
of ammonia for twenty-four hours the dermatitis-producing property is entirely 
lost. 
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Tue SEconDARY EFFECTS OF ANTILEPROL TREATMENT. A. 
Dermat. Ztschr. 77:121 (March) 1938. B 


In a report by Olpp, of 235 patients treated with a chaulmoogra oil derivative 
by McDonald, “lepra fever with papules that contained no lepra bacilli” developed 
in 9 per cent. Brinkhaus believes that this may be the effect of the medication 
rather than of the disease. A case of severe seborrheic eczema is described in 
which a rise of temperature and a papular eruption developed after three injec- 
tions of antileprol (ethyl esters of chaulmoogra oil). The eruption cleared a week 
after the injections were discontinued. 


HorMonaAL DySFUNCTION IN THE PATHOGENESIS OF Fox-Forpyce Diszase. 
Eucene Dermat. Ztschr. 77:124 (March) 1938, 


A patient with Fox-Fordyce disease was treated with a combination of roentgen 
rays and an estrogenic substance. In the course of three months she received a 
total of 1,150 roentgens of radiation filtered through 2 mm. of aluminum. The 
condition was completely relieved, and the author concludes that this combination 
of therapies was more effective than the roentgen rays alone would have been, 


Briotocic EFFects AND PRACTICAL MEDICAL AND SOCIAL IMPORTANCE OF THALLIUM. 
A. Buscuxke, Dermat. Ztschr. 77:186 (April) 1938. 


Buschke presents a history of the use of thallium in medicine and an extensive 
review of the numerous experiments with animals and plants which he and his 
collaborators and others have performed with this drug. He also discusses in 
some detail its proper use in the treatment of tinea of the scalp. Accidents should 
be extremely rare if the correct dose is used (8 mg. of thallium acetate per kilo- 
gram of body weight) and if the contraindications are respected. 


DEVELOPMENT OF THE BONN MAXIMAL TREATMENT SySTEM. F. S. Nowara, 
Dermat. Ztschr. 77:223 (April) 1938. 


Nohara traces the development of the “Bonn maximal treatment system” for 


syphilis from the introduction of arsphenamine to its present form. He firmly 
believes in its superiority to other methods of therapy provided: (1) sufficiently 
large doses of the drugs are given; (2) arsenic and heavy metals are used simul- 
taneously; (3) biweekly injections are given; (4) the total dose (6 to 7.5 Gm. 
of arsphenamine and 1 Gm. of a bismuth preparation) for each course is sufficiently 
large; (5) short periods of rest are given between courses, and (6) the proper 
number of courses, according to the stage of the disease are given. 


Tue ProvocaTIvE (Biotropic) Errect oF NEOARSPHENAMINE IN ARSENIC- 
REsIsTANT SypuiLis. M. Ruiter, Dermat. Ztschr. 77:322 (May) 1938. 


Ruiter reports 3 cases of early syphilis in which recurrent lesions containing 
Spirochaeta pallida, particularly after the injection of neoarsphenamine or sodium 
arsphenamine, developed. In each case there had been weekly injections, started 
with small doses (0.15 Gm. of neoarsphenamine), which were gradually increased. 
The author concludes that in the early stages of the disease full doses of arsenic 
should always be given frequently. He prefers the maximal method of Hoffmann. 


Taussic, San Francisco. 


RoLeE OF THE STREPTOCOCCUS IN PATHOLOGIC CONDITIONS OF THE SKIN. V. I. 
FELDMAN, Vestnik ven. i dermat., 1939, no. 1, p. 14. 

The role of streptococci in cutaneous diseases is thoroughly discussed. Because 

of the frequent presence of these organisms in normal skin, extreme caution must 

be exercised when their role in pathologic conditions of the skin is to be inter- 
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preted. Contamination with staphylococci makes culturing of streptococci diffi- 
cult, There are no absolutely reliable criteria, morphologic, cultural or biologic, 
to differentiate virulent from nonvirulent streptococci. The slight specificity of 
the different kinds of streptococci makes their differentiation difficult and hinders 
the progress of knowledge about the etiologic and pathogenic role of these organ- 
isms in different cutaneous diseases. Animal and human experiments are so far 
unsatisfactory. For these reasons the author is of the opinion that in cases of 
streptococcic disease of the skin clinical observation is mainly to be relied on. 

A great number of dermatoses are enumerated which are attributable to the 
action of the streptococcus, among which are intertrigo, some forms of infantile 
seborrheic eczema, superficial bullous streptodermia of the hands (Jadassohn), 
apostematous cheilitis, perléche and angulus conjunctivalis. Fissures behind the 
ears, in the axillas and on the areolas of the breasts are considered of importance 
in regard to the development of general hypersensitization to the streptococcus. 
Tinea amiantacea of Alibour is considered a dry chronic form of impetigo of 
the scalp. In recurrent erysipelas the author believes that, in addition to local 
anatomic changes which favor recurrence, an important role is played by local 
sensitization to the streptococcus. 

In differential diagnosis no reliance can be placed on the intradermal test with 
streptococcus vaccine or filtrate, for a positive reaction is also obtained in patients 
with dermatoses due to other organisms and in normal persons. 

The importance of a primary focus of infection persisting for a long time is 
emphasized in the pathogenesis of all kinds of generalized eruptions. In many 
cases the sensitizing role of the focus is proved without any doubt. In this respect 
infection with the streptococcus resembles epidermophytosis, oidiomycosis and 
tuberculosis. Infection with the streptococcus not only does not immunize the 
body and the skin but, on the contrary, sensitizes them. 

Because of the considerable frequency of streptococcic infections of the skin 
due to the sensitizing action of these organisms and because of the severity and 
chronicity of the streptococcic cutaneous eruptions, necessitating hospitalization, 
the author considers the role of the streptococcus more important than that of the 
staphylococcus. 


HIsToPATHOLOGIC CHARACTER OF APPARENTLY HEALTHY SKIN IN PsorIATIC 
Patients. A, I. KorTaNysHEv, Vestnik ven. i dermat., 1939, no. 1, p. 30. 


The author examined microscopically apparently normal skin taken from the 
flexor surfaces of the forearms of 25 patients with psoriasis. In 16 he found 
abnormal changes in apparently normal skin. The changes resembled those found 
in psoriatic lesions, although they were observed only in certain areas of the 
excised normal skin. The author concludes that in the skin of psoriatic patients 
pathologic changes are already present before the clinical appearance of a psoriatic 
lesion. Changes are found not only in the epidermis but in the corium. By his 
observations the author is led to the opinion that the corium is affected earlier than 
is the epidermis. 


History oF ANTISYPHILITIC THERAPY. L. N. MASHKILEISON, Vestnik ven. i 


dermat., 1939, no. 1, p. 35. 


The author calls attention to a report, “The Therapy of Venereal Disease with 
Subcutaneous Injections of Bichloride of Mercury,” made by N. V. Konoplev on 
May 17, 1866, before the Society of Russian Physicians in St. Petersburg, Russia. 
In this contribution he reports that in 1865 he treated 16 patients with primary and 
secondary syphilis with subcutaneous injections of mercury bichloride and mentions 
the fact that similar experiments in the treatment of syphilis were undertaken 
much earlier by Sokolov in the army hospital in Kiev. 

Independently of Konoplev and at the same time, Lewin, of Berlin, Germany, 
used this method. However, the first to have the idea of treating syphilis with 
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injections of bichloride of mercury was the famous Hunter, who in 1859 tried this 
treatment once. In 1860 Hebra repeated it. Neither physician, however, con- 
tinued the use of this method. 


ROLE oF CONGENITAL SYPHILIS IN THE Etio.oGy oF CHorEA MINor. R. A. 
CHERSONSKI, Vestnik ven. i dermat., 1939, no. 1, p. 36. 


Of 180 patients with chorea observed by the author during the past ten years 
6 were congenitally syphilitic. However, the typical course of chorea with mani- 
festations referable to the heart and to the vascular system, and the cure brought 
about by the usual therapy with arsenic and salicylates, speaks for the rheumatic 
origin of chorea minor. In only 1 case was the chorea possibly a symptom of 
syphilis. The author believes that the congenital syphilis which is present in some 
cases of chorea is only a predisposing factor. 


PATHOGENICITY OF PURE CULTURES OF SPIROCHAETA PALLIDA, P. S. Gricortey, 
Vestnik ven. i dermat., 1939, no. 1, p. 82. 

The author believes that one of the obstacles to knowledge of the pathogenesis 
of syphilis is the fact that injections into experimental animals are made not with 
a pure culture of spirochetes but with a mixture of tissue and different micro- 
organisms. The reactions obtained may be due not only to Spirochaeta pallida but 
to the other substances in the injected material. Even the so-called pure cultures 
of S. pallida used in the production of experimental syphilis are not pure cultures 
in the full bacteriologic sense. These cultures have been under the influence of 
other micro-organisms and of nutritional mediums for a long time, which undoubt- 
edly has influenced the biologic and pathogenic properties of the spirochetes. 

The author, therefore, endeavored to obtain pure cultures of S. pallida. In June 
1937, by using the blood from patients with active syphilis he succeeded in obtain- 
ing the first culture, and in October 1937 a second culture was obtained. About 
every eight days these cultures were transplanted, and at present the author has 
reached thirty-eight generations of the first culture and twenty-seven of the second. 
Under the microscope none of the spirochetes lost its typical properties. By means 
of these pure cultures the author carried out a number of experiments on rabbits 
and on white mice and found that the organisms had kept their virulence. 

The author believes that there is great hope for obtaining important knowledge 
about the pathogenesis of syphilis by means of these pure cultures. They may 
also be of great help in the realm of serology, in regard to obtaining a pure 
specific antigen, and in the preparation of biologic specific remedies for anti- 
syphilitic therapy. Bioom, New York. 


Prostems oF So-CALLED INFANTILE EczeMA: Atopic Dermatitis. P. TACHAU, 
Acta dermat.-venereol. 20:42 (Feb.) 1939. 

The term “atopic dermatitis” is discussed. According to the author, more than 
50 per cent of the children with atopic dermatitis had a positive family or personal 
history of allergy. Scratch and intradermal tests and passive transfer of Prausnitz- 
Kiistner-reagins to different foods and inhalants gave positive results in almost 
all the cases. The author believes that clinical facts point toward sensitization to 
inhalants as the etiologic factor in a considerable number of cases. 

Atopic dermatitis in infancy is characterized by delayed lichenification and a 
tendency toward secondary eczematization. Common sites of predilection, besides 
the antecubital and popliteal spaces and the inguinal folds, are the face and the 
scalp. 
Although itching is one of the outstanding features of atopic dermatitis, it was 
lacking in a few of the author’s cases. Serious nervous disturbances are not found 
in infants with atopic dermatitis. 
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PurvurA SoLaris, C. Bertin, Acta dermat.-venereol. 20:77 (Feb.) 1939, 


The author describes a new form of purpura, the origin of which he attributes 
to changes in the skin caused by sun rays. Twenty-five cases were observed. The 
condition occurs more frequently in old than in young persons and is characterized 
by the presence of hemorrhagic spots of various sizes and shapes. The eruption is 
confined to the uncovered parts of the body and is always seen on the backs of the 
hands. The region of the skin on which the purpura appears presents changes 
which can be attributed to the influence of the sun, namely, scaling, some telan- 
giectasia, dryness, atrophy and freckling. The condition does not cause any sub- 
jective symptoms and disappears completely after five to ten days, without leaving 
pigmentation. 

A specific symptom, the nail pressure phenomenon, is described. A detailed 
description of 4 cases with histologic and other laboratory data is given. 

A table summarizing all 25 cases is attached. AsTRACHAN, New York. 
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Society Transactions 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Louts Cuarcin, M.D., Presiding 
March 7, 1939 


Louris Turan, M.D., Secretary 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. Max 

SCHEER. 

E. L., a woman aged 48, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. A palm-sized well 
defined erythematous scaly patch showing moderate infiltration is present on 
the right side of her forehead. 

The Wassermann and the Kahn reaction of the blood were negative. The 
results of histologic examination by Dr. Wilbert Sachs were inconclusive. The 
picture was compatible with leukemia, lymphosarcoma or round cell sarcoma. 


DISCUSSION 


Dr. Wicpert Sacus (by invitation): The histologic picture was that of 
lymphoblastoma, but the cytologic picture could have been that of lymphosarcoma. 
However, the probable diagnoses were considered to be mycosis fungoides and 
Hodgkin’s disease. There were no Dorothy Reed cells. 


Dr. J. Frank Fraser: I did not have the opportunity to see this slide, but 
I want to remind the members that lesions that appear clinically like lympho- 
blastoma frequently terminate in monocytic leukemia (most frequently of the 
Schilling type). Montgomery has reported several cases of this manifestation. 
It is important in these cases to consider not only the histologic picture but the 
cytologic picture of the blood. It is impossible at this stage to determine what 
form of lymphoblastoma this lesion will eventually turn out to be. 


Dr. Grorce C. ANpREws: In view of the histologic picture and the clinical 
appearance, mycosis fungoides is the probable diagnosis. 


Dr. Cartes Wotr: Apropos of the remarks of Dr. Fraser, I should like to 
call attention to the fact that in dealing with lymphoblastoma, especially of the 
skin, at an early stage, one may see a certain histologic picture. As the lesion 
develops it may show a different picture. In the terminal stage there may be 
true leukemia. The point I wish to stress is that in the early stages the diagnosis 
is made by either histologic or clinical signs and is the true diagnosis, but in the 
terminal stage there is a transmutation of the disease. Therefore, although a 
case may be diagnosed as, and be one of Hodgkin’s disease, it may terminate as 
one of leukemia. I have observed such cases. 

Dr. Witsert Sacus (by invitation): I agree with the suggestions made by 
Dr. Fraser. However, I have observed 2 cases of monocytic leukemia of the 
skin, and the cytologic picture was entirely different in those cases from that 
in the present case. 

Dr. Frep Wise: It would be desirable to obtain a biopsy specimen of the 
sternal marrow, as examination of the marrow would aid in making a diagnosis. 
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A Case for Diagnosis (Sarcoid of Boeck?). Presented by Dr. E. Witt1am 

ABRAMOWITZ, 

3. G. a woman aged 60, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital because of a lesion 
on. the left cheek of one and one-half years’ duration. The patient was previ- 
ously presented before this section on Oct. 18, 1938. 


DISCUSSION 


Dr. E. Witt1amM ABRAMOwITz: This case was presented at the October 1938 
meeting of the section and provoked considerable discussion because the histologic 
report ruled out lupus erythematosus and sarcoid, but favored either lympho- 
sarcoma or leukemia of the skin. A recent biopsy showed an identical histologic 
picture. The patient has failed to respond to gold and bismuth therapy. 

Dr. SamMuEL M. Pecx: If the discussion of the histologic structure of tuber- 
culosis and of tuberculid in Lewandowsky’s book (Lewandowsky, F.: Die Tuber- 
kulose der Haut, Berlin, Julius Springer, 1916, p. 185) is compared with the 
description of many of the sections of tuberculid it will be noted that in a number 
of instances all that the observer sees are sharply circumscribed masses of lympho- 
cytes. It is therefore important to know whether the diagnosis of possible lympho- 
sarcoma in this instance was made because a dense accumulation of lymphocytes 
was noted. In the older books on pathology such as E. Kaufmann’s, a distinction 
is made between lymphosarcoma, leukaemia cutis and possible tuberculosis, based 
not on the accumulation of lymphocytes but on the stroma seen between them. The 
closer the process approached leukemia or lymphosarcoma and the less inflam- 
matory it was—even as specific as tuberculous—the more it tended to a’ definite 
stroma or even a lymph node-like structure. Therefore, I think, it would be 
important if the histologist’s description in this case would be more specific 
as far as the stroma is concerned. If sarcoid is considered one of the tuberculids, 
only a histologic picture composed mainly of accumulation of lymphocytes, rather 
than typical epithelioid cells, is necessary for that diagnosis. It is true that such 
a histologic picture is not the common one. 

Dr. Wieert Sacus (by invitation): From examination of the second biopsy 
specimen I thought of the possibility of sarcoid of Kyrle or possibly of the 
Spiegler-Fendt type. The stroma was not that of a lymph node. Of course I 
also thought of the possibility of leukemia or lymphosarcoma. 

Dr. CHartes Wo tr: Clinically I believe this lesion is some type of sarcoid. 
As regards therapy, the lesion would respond promptly to roentgen rays, about 
1,500 roentgen filtered with 3 mm. of aluminum, in six doses, and probably the 
smaller lesion would require about 1,000 r. The probability of tuberculid is 
favored by the fact that a few months have elapsed and there have been no other 
manifestations, which would be likely if it were some form of lymphoblastoma. 


Favus of the Scalp. Presented by Dr. Grorce M. Lewis. 


N. A., an Arabian woman aged 21, is presented from the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital with an 
eruption involving the scalp, of one and one-half years’ duration. Examination 
shows, especially in the parietal regions and to a less extent in the occipital 
region of the scalp, areas of alopecia with some erythema and atrophy. There 
are many crusts throughout these areas. There are a few hairs growing through- 
out the atrophic areas. There is no familial history of disease of the scalp. 

Microscopic examination of the hair showed favus. Examination with filtered 
ultraviolet radiation showed fluorescent hairs. 


DISCUSSION 

Dr. Max ScHeer: I saw this patient when she first came to the clinic and 
made a clinical diagnosis of favus. I can understand why the authorities at the 
port could permit a person with such involvement to pass. They recognize the 
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typical yellow crusts, but patients with favus who wash their heads frequently 
and use ointments do not have yellow crusts, and one sees only grayish scales 
which look like seborrhea. Such patients may pass for years undetected, | 
know of one such patient who was treated for years by a dermatologist for 
seborrheic eczema. At the clinic of Mount Sinai Hospital a few years ago a 
number of adults with favus had lesions that looked like typical seborrheic eczenia, 
I suggested to my colleagues that all treatment be stopped, even washing of the 
head, and the patients observed two weeks later. In two weeks the scales took 
on the yellow color of favus, and the achorion was easily demonstrated both 
extemporaneously and on culture. 

Dr. HerMAN SHaRLIT: One must not be too upset by the fact that the immi- 
gration authorities may overlook favus. At the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital recently I saw 2 of 
4 sisters, all born and brought up in Westchester County, who had favus cf the 
scalp, and had gone through the schools in the Westchester community without 
detection of the disease. 

Dr. Louis Tutipan: The fact which stands out prominently here, I think, is 
that this patient has been in this country only two years. She says this condi- 
tion developed one and one-half years ago. I do not believe that is the truth, 
Favus is rarely contracted in this country, and it is hard, therefore, to believe 
she contracted it since she came here. However, mouse favus has been contracted 
by persons who have come in contact with mice. I believe this patient has had 
favus for many years. 

Dr. E. Witttam Asramowitz: While favus of the scalp may persist into 
adult life, it is always contracted before puberty. 

Dr. Marion B, Sutzpercer: I have seen favus in several native Ameri- 
cans who have never left this country. One of the interesting things about favus 
is the marked selectivity of the fungus. Some persons are susceptible, while 
others seem to be immune. I have observed several instances of a wife with favus 
of long standing and a husband who had remained immune or of a parent with 
favus and children unaffected. There is no adequate explanation of the high 
incidence of this immunity to Achorion schoenleinii. 

Dr. Grorce M. Lewis: Since favus is now rare, it may not be searched for 
as diligently as formerly. Areas of atrophy on a scalp should always be investi- 
gated for favus, particularly if there is a little inflammation, whether there is 
visible crust formation or not. In this case the diagnosis could be surmised on 
clinical grounds, as Dr. Scheer mentioned. The point brought up by Dr. Sulz- 
berger is an interesting one. In studying patients with favus one finds their 
reaction to trichophytin almost always negative, which can be interpreted in 
different ways, but most likely demonstrates lack of resistance to the infection. 


Erythema Annulare Centrifugum. Presented by Dr. VAN Atstyne H. 

CORNELL, 

I. D., a man aged 28, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital, with an eruption involving 
both axillas, the abdomen and right thigh, of four months’ duration. Examina- 
tion shows on these areas an eruption consisting of incomplete rings with eleva- 
tion, erythema and slight scaling. The areas are becoming larger. He does 
not complain of itching. 

The Wassermann and the Kahn reaction of the blood were negative. Mycologic 
examination of material from the feet, the groins and the arms gave negative 
results. Histologic examination by Drs. David L. Satenstein and Wilbert Sachs 
showed the “type of reaction seen in erythema annulare centrifugum (Darier).” 


DISCUSSION 


Dr. George C. ANprews: I do not agree with the diagnosis, There are 
different types of erythema annulare centrifugum, but none I know of in which 
flat shiny umbilicated papules are described and the lesions are distinctly lichenoid 


SOCIETY TRANSACTIONS 819 


iy the axilla and the groin. The papules are angular and quadrilateral or 
hexagonal. Under the magnifying glass they are typical of lichen planus. I believe 
that on further study the condition will prove to be lichen planus. 

Dr. Wicpert Sacus (by invitation): Histologic examination in this case 
showed a marked urticarial reaction, without any suggestion of lichen planus. 
It is conceivable that this urticarial reaction might so raise the border as to 
make it perceptible above the surrounding skin. 

Dr. E. Witt1ramM ApramowiTz: Dr. Fraser and I examined the lesions care- 
fully, and even under the lens we found it rather difficult to decide whether 
papules were present, because of the patulous follicular orifices. I believe the 
color is more in favor of erythema annulare centrifugum than of lichen planus. 
| think in view of the histologic report the diagncsis can be accepted as presented. 

Dr. FranK C. Comses: I do not agree entirely with the diagnosis. There 
are three types of eruption usually grouped under the concept of erythema 
perstans, to which this condition belongs. The differentiation is often difficult 
because there is a close clinical resemblance. The first is that described by 
Grover Wende (J, Cutan. Dis, 24:241 [June] 1906) under the name erythema 
figuratum perstans, This is characterized by lesions presenting open circles and 
gyrate forms, such as this patient presents. The second group is that described 
by J. Darier (Ann. de dermat. et syph. 6:57, 1916-1917) originally as erythéme 
papulo-circiné migrateur et chronique, which is synonymous with erythema annu- 
lare centrifugum. Here the lesions are not open circles. They have cartilaginous 
smooth cordlike borders sloping gradually toward the center and abruptly toward 
the surrounding skin. The third member of this group is that described by 
B. Lipschiitz (Arch. f. Dermat. u. Syph. 118:349, 1913) as erythema chronicum 
migrans, usually a single lesion on the trunk. This patient’s eruption, I believe, 
should be classified as erythema figuratum perstans of Wende. However, the 
differential points are rather obscure, and one would be justified in agreeing 
with the diagnosis as presented. 

Dr. Henry D, Nires: I thought of lichen planus, as Dr. Andrews did, and 
tried to establish that diagnosis in my own mind, but could not. There are no 
lesions on the penis or in the mouth, and the history of the lesions disappearing 
after a short time is certainly much against lichen planus. The only feature in 
favor of lichen planus is the fact that there are many more lesions on the flexor 
surfaces of the wrists and forearms than on the extensor surfaces. I agree that 
some of the lesions seem to be flat papules. Darier’s erythema annulare centri- 
fugum in the cases I have observed has been much more urticarial than this 
condition and the edges of the rings were wider. The borders here are of a 
definite red. Usually Darier’s rings are skin colored and pinkish, rather than 
this bright red, which is more like that of psoriasis, another diagnosis which 
might conceivably be considered here—that is an annular form of psoriasis. How- 
ever, against that is the fact that the lesions are evanescent. 

Dr. Van AtstyNe H. Cornett: I still think this case is one of erythema 
annulare centrifugum described by Darier. Some of the lesions have disappeared. 
The patient had more lesions on the extensor surfaces of the arms four or 
five weeks ago; these have now almost disappeared, while new lesions have 
appeared in the axillas and one or two other places. The lesions have keloidal 
cordlike indurated margins which feel like a cord under the finger. There are 
no subjective symptoms, He has had no itching. If the condition were lichen 
planus, there would be a different histologic picture. 


Acanthosis Nigricans (Juvenile Type). Presented by Dr. Jesse A. To-macn. 

B. F., a youth aged 19, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital for Dr. Juan Larralde. 
An eruption, which has been present since childhood, involves the back of the 
neck, groins, perianal region, axillas, upper portion and lobe of each ear, eyelids 
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and angle of the mouth below the lower lip. It consists of hyperkeratotic, slightly 
papillomatous thick infiltrated pigmented (brownish or black) lesions. The 
condition is more marked in the groin than elsewhere, with hyperkeratotic 
thickened lesions. 

The patient’s mother, 2 maternal uncles and the maternal grandfather have 
the same condition, 

Three biopsy specimens were taken at different times. Histologic examination 
(Dr. E. A. Barthel) showed acanthosis nigricans. The epidermis was hyper- 
keratotic; the rete pegs were elongated. There was no inflammatory reaction 
in the corium. There was slight edema about the blood vessels, 


DISCUSSION 


Dr. E. Wutt1ram Apsramowitz: I should like to know whether a detailed 
physical examination has revealed any visceral disease. 

Dr. Georce C. Anprews: I think this case illustrates the juvenile type of 
acanthosis nigricans studied by Dr. Helen Curth. Last year she did considerable 
work on this type and showed that it is familial and a genodermatosis. In this 
case the grandfather, mother and several uncles all have the same condition. 


Dr. Heten O. CurtH (by invitation): This picture is indeed remarkable. 
The distribution is wide. The patient shows pigmented nevi, which are often 
seen in association with the typical lesions of this disease. He lacks the hyper- 
keratoses of the palms and the juvenile wartlike lesions on the dorsa of the hands. 
The history is even more interesting than the clinical picture. He states that 
through puberty the lesions spread rapidly. This is common. While there is 
no basis for assuming an endocrine causation, “sex hormones” play some role 
in the propagation of the benign type. This is not the first case of the disease 
occurring in three generations. I recall that cases in which three generations 
were involved have been reported by R. Bernhardt (Przegl. dermat. 21:1, 1926; 
abstracted, Zentralbl. f. Haut- u. Geschlechtskr. 21:600, 1927; Arch. f. Dermat. u. 
Syph. 170:533, 1934). The disease in two generations is frequently seen. I believe 
it would be a good idea to see the other members of the family, especially the 
brother said by the patient not to be affected, to find out whether he perhaps shows 
more nevi than are usual. A case of this kind shows that benign acanthosis 
nigricans with hereditary, congenital and familial features is a genodermatosis. 

Dr. Avotpn RostenserG: I think the juvenile and the adult type should 
be differentiated. The juvenile type is always benign, while the type developing 
in later life is usually malignant, and I believe the latter type depends on the 
malignant change, which might be its forerunner. The malignant change might 
bring out the acanthotic lesions, perhaps owing to a toxic reaction. The juvenile 
type might be nevoid. 

Dr. Jesse A. Tormacn: Complete physical examination has not been done 
yet. As far as I understand it, the juvenile and the adult type differ only in the 
fact that the adult type is associated with carcinoma in about 50 per cent 
of cases. Otherwise, the picture of both types is about the same. 


Scleroderma (Raynaud’s Syndrome; Sclerodactylia) with Systemic 
Involvement of the Bones, Lungs and Heart. Presented by Dr. Eucene 
Traucott BERNSTEIN. 

M. H., a man aged 52, is presented from the Beth David Hospital. He was 
presented at the November 1938 meeting of the Bronx Dermatological Society 

(Arcu. Dermat. & Sypn. 39:785 [April] 1939). 


DISCUSSION 


Dr. EvuceneE Traucott BERNSTEIN: The purpose of presentation is to open 
a discussion as to whether the cirrhosis of the lungs, atrophy of the bones and 
cardiac changes should be regarded as systematic involvement of scleroderma. 
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[ should like to ask that the courtesy of the floor be extended to Dr. Groedel, 
who studied the medical aspects of this case. 

Dr. Franz M. Groepet (by invitation): Scleroderma belongs to the group 
of diseases within which it is difficult to determine the borderline between 
internal medicine and dermatology. The cause of scleroderma, in my opinion, 
is still unknown. The interesting case presented tonight by Dr. Bernstein 
illustrates this clearly. Two things interested me from the standpoint of 
internal medicine, namely, the roentgenogram of the lungs and the capillary 
picture. The former revealed distinct fibrosis like that observed with chronic 
stasis due to heart failure, especially latent heart failure of long duration; 
with sclerosis of the pulmonary arteries, particularly in singers using a wrong 
respiratory technic, and finally when no cause can be determined. In a case of 
scleroderma, the fibrosis of the lungs can be assumed to prove that there is a 
general destruction of tissue in many organs. 

The second organ in which this fibrotic degeneration can be demonstrated by 
biopsy and, of course, by visible gross anatomic changes, is the skin. Of the 
changes in the skin, the altered capillary picture to be observed under the micro- 
scope is, perhaps, the most striking. This picture is well known. In the deeper 
layer of the skin the capillaries, at least in the beginning, are normal with regard 
to number, length, width, characteristics of the venous and the arterial branch 
and velocity of the blood stream. However, in the upper layers the picture is 
pathologically altered as one of the early symptoms. The number of visible 
capillaries is greatly diminished; the capillary loops are widened frequently to 
ten times normal; the arterial branch is usually narrowed, and the venous branch 
is enormously widened, so that, instead of an average of one or two blood cor- 
puscles, five or more lines of blood cells may pass through at the same time. The 
velocity of the blood stream is greatly decreased. There is extravasation of 
blood in the tissues, and the entire microscopic picture appears somewhat clouded, 
which proves the presence of edema. 

If the capillary picture in cases of scleroderma is compared with that in 
cases of heart failure, the following can be said: In certain cases of heart 
failure, especially in mitral stenosis, the number of visible capillaries is enor- 
mously increased. They are widened and, especially on the venous side, dilated. 
In cases of congenital heart disease the picture is even more pronounced, the 
venous branches of the capillaries being enormously dilated and the number of 
capillaries tremendously increased. 

These comparative findings lead to the hypothesis that in scleroderma the 
pathologic capillary picture is the consequence of the fibrotic changes in the tissue, 
which destroy the capillaries, and that the changes in the capillaries are not 
primary. 

Dr. Marion B. Sutzpercer: I should like to ask Dr. Groedel or Dr. 
Bernstein to tell us something about the distinguishing characteristics of the 
capillaroscopic picture of Raynaud’s disease and that of sclerodactylia. Those 
diseases present a difficult problem in differential diagnosis. From what I 
have seen and read, it seems that sclerodactylia starts in the skin, i. e., the 
changes of the collagen fibers are primary, while Raynaud’s disease starts 
in the blood vessels, with secondary cutaneous changes. I think there should 
be some means of making that differentiation by capillaroscopic examination. 
Another point I want to make is about the displacement of calcium. In a 
relatively high proportion of cases of scleroderma or sclerodactylia there are 
changes in calcium metabolism, rarefaction of the bones and calcium deposits— 
sometimes circumscribed, sometimes linear and sometimes diffuse—in the soft 
tissues, particularly between the fascial sheaths of the muscles. These calcium 
displacements are part of the picture of the disease, and the rarefaction of 
the bones is not due simply to disuse. The abnormal findings for calcium 
have made some observers consider the relation between sclerodactylia and 
hyperparathyroidism, in spite of the fact that the blood calcium level is 
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nsually normal, I have observed a number of cases in which partial para- 
thyroidectomy was followed by distinct improvement, not to say cure, of the 
scleroderma. This operation seems more likely to be beneficial in younger 
persons. 

Dr. Cuartes Worr: Before the members accept the diagnosis as presented 
it might be of interest to know the background in this particular case, The 
disease has taken a rapid and progressive course. It is of short duration for 
the extensive area involved. The man has been a silk worker; coming jy 
contact with heavy metals, such as lead, mercury and arsenic. In fact, studies 
of the blood, urine and sweat have shown appreciable amounts of mercury and 
arsenic and small amounts of lead—not, however, sufficient to be called patho- 
logic. I think there is improvement in his condition today. He has _ been 
away from work. 

Dr. Eucene Traucorr Bernstein: Sellei tried to draw a distinction 
between three conditions—scleroderma, sclerodactylia and acrosclerosis. Acro- 
sclerosis always arises symmetrically and simultaneously on the hands, feet and 
face, and there are vasomotor symptoms of Raynaud’s syndrome, such as local 
syncope, asphyxia and complaints of pain in cold weather. The process is one 
of shrinkage; the phalanges become pointed; the bones become atrophic, and 
mutilation supervenes, but the skin overlying the bones may remain soft. In 
contrast with acrosclerosis is true sclerodactylia, which is a part of generalized 
scleroderma in which the induration spreads from the arms to the backs of 
the hands and thence to the fingers (as seen in the case presented). The face 
becomes masklike; the mouth gets smaller, and telangiectasia is common, | 
suggest that the cirrhosis of the lungs, the damage to the cardiac valves and 
the changes in the bones be considered part of the same process of atrophy and 
loss of elastic fibers, involving all the tissues (systemic involvement). 


Recurrent Chronic Erysipelas. Chronic Lymphedema. Presented by 
Dr. Henry D. Nixes. 


A. C., a man aged 49, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. The patient has had 
a chronic recurrent crusted sore in the right nostril for two years. During 
the last attack he noticed that the right lower eyelid swelled concurrently. He 
had a chill and fever and was hospitalized for thirty days in the Queens 
General Hospital, Jamaica, N. Y. The left eyelid swelled three months after 
the right one did. While the patient was at Queens General Hospital roentgeno- 
grams were made of the head, chest, spine and teeth. He also had a cysto- 
scopic examination. The patient states that all these tests gave negative results. 
He emphasizes the fact that every time he has an attack he feels chilly and 
has a headache. 

Examination shows pronounced noninflammatory swelling of both lower lids, 
with pitting on pressure. The right naris shows considerable crusting. 

There is no history of personal or familial allergy. The patient states that 
he has taken no drugs. There is no history of contact or inhalation allergy. 


DISCUSSION 


Dr. Louis Tutrpan: This condition, of course, is what is known as solid 
edema. With recurrent attacks of erysipelas, conditions of this kind occur fre- 
quently, owing to lymph stasis. However, it is often not possible to find the 
focus of infection. It may be in the sinuses. I think by eliminating some such 
focus one may be able to overcome the condition. Roentgen therapy has given 
good results in some cases. The important thing, however, is to find the focus 
of infection and try to eradicate it. 

Dr. Samuet M. Peck: While dermatologists are naturally enthusiastic 
about sulfanilamide therapy for erysipelas, it must be remembered that most 
likely the drug is of greater value for true erysipelas than for cellulitis resem 
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bling that condition. Furthermore, the lymphedema which is a_ sequela of 
recurrent attacks of erysipelas is not to be expected to respond to the therapy. 
With such a condition scar tissue has obliterated lymphatic circulation, and 
certainly one cannot expect sufanilamide to do away with scars. I recently 
had a case in which there were about twenty recurrent attacks of what could 
be called erysipelas. During these attacks the temperature never rose much. 
Large amounts of ultraviolet radiation amounting to as much as almost twenty 
erythema doses at one treatment proved much more useful than sulfanilamide. 

Dr. Marton B. Suizpercer: Those members present tonight who attended 
the meeting of the Bronx Dermatological Society on February 23 probably will 
recall a case I presented (Arcu. Dermat. & SypH. 40:498 [Sept.] 1939). The 
patient was a young woman, Mrs. N. B., with a similar disease in approximately 
the same areas, not only beneath the eyes but across the nose. She had had 
attacks of recurrent erysipelas of the face at fairly regular intervals for a period, 
I believe, of two years. She responded well to sulfanilamide and was free from 
attacks for a much longer period than ever before. She was treated with 
sulfanilamide, however, in a rather unorthodox manner. I gave daily small doses 
of sulfanilamide (5, 10 and 15 grains [0.325, 0.65 and 0.97 Gm.]) continuously 
for several months, with repeated examinations of the blood and urine. 


Seborrheic Eczema Treated with Thirty per Cent Sulfur in Petrolatum. 
Presented by Dr. E. Witt1am 


C. G., a woman aged 28, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. She has a scaly ery- 
thematous eruption on the chest, arm, face and back of the neck and particularly 
on the scalp. The back of the scalp and the ears show decided oozing. The 
duration before institution of the present treatment was two months. Mycologic 
examination of material from the arm and the chest gave negative results. The 
patient has shown definite improvement under treatment with 30 per cent sulfur 
in white petrolatum, begun in January 1939. Previous to that time the skin 
had been irritated by the use of “Glover’s mange cure.” 


Seborrheic Eczema Treated with Forty per Cent Sulfur in Petrolatum. 
Presented by Dr. E. 


H. S., a woman aged 51, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital because of an eruption 
of one year’s duration. She had extensive erythematous scaly patches on the 
face, chest and upper extremities and in the groins. There were macular 
scaly patches on the trunk. 

The patient has been under treatment since January 1939, with 40 per cent 
sulfur in white petrolatum, and shows definite improvement to date. 


Seborrheic Eczema Treated with Forty per Cent Sulfur in Petrolatum. 
Presented by Dr. E. ABRAMOWITZ. 


V. C., a man aged 40, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. He presented severe 
erythema of the entire face, covered with yellowish crusts, There was seborrheic 
scaling of the scalp, and erythematous scaly patches and papules were present 
on the chest. The eruption was of five weeks’ duration before the institution 
of treatment, in January 1939, with 40 per cent sulfur in white petrolatum. Since 
this treatment was begun there has been substantial improvement. 


DISCUSSION OF THREE CASES OF SEBORRHEIC ECZEMA 


Dr. E. Writtt1am ApraMowitz: These 3 cases are from a larger group 
presented (1) to demonstrate that so-called seborrheic eczema intractable to 
conventional therapy will respond favorably to application of concentrated sulfur 
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in petrolatum; (2) to prove that such concentrated sulfur preparations are not 
to be feared, as they formerly were, even in the presence of acute dermatitis 
(demonstrated in 1 case of seborrheic eczema with an acute dermatitis from 
the use of “Glover’s mange cure,” and (3) to encourage other dermatologists 
to try the usefulness of concentrated sulfur in petrolatum not only for seborrheic 
eczema but for other dermatoses. 

Dr. Marton B, Sutzpercer: The fact that seborrheic eczema responds 
to treatment with sulfur is not astonishing. Not one of the patients has been 
cured. A _ patient with seborrheic eczema treated by any dermatologist in 
private practice would not be satisfied if only this result were achieved with 
treatment which was commenced as long ago as January. Concentrated sulfur 
in suspension in a greasy vehicle makes a paste instead of an ointment and js 
therefore obviously less effective and will not produce as much irritation as 
sulfur in much weaker dilutions, i. ¢., in an ointment. It is known that when 
one embodies a medicament in a paste, its ability to be absorbed into the skin is 
lessened. Its pharmacologic and irritating action are diminished when con- 
trasted with its effects as an ointment. I estimate that the sulfur paste prescribed 
by Dr. Abramowitz is equivalent in effect to approximately 1 to 3 per cent 
sulfur in paste of resorcinol. It has been my experience that the 50 or the 30 
per cent sulfur paste does irritate the face and sometimes other areas of 
most patients who are actually sensitive to sulfur. 

Dr. Samuet M, Peck: Let me repeat what I said at the last meeting, 
that while it is well to discuss the 40 or 50 per cent sulfur ointment pharma- 
cologically, is must be borne in our mind that this preparation has proved 
valuable practically. Every dermatologist has observed recurrences of seborrheic 
eczema around the ears which have failed to respond to all sorts of therapy, 
including roentgen irradiation. Cases have been observed at the Mount Sinai 
Hospital for years in which temporary results have been obtained, only to be 
followed by frequent recurrences. The great therapeutic problem there was to 
find any sort of antiseptic preparation which would not eventually cause a derma- 
titis. With the application of 40 to 50 per cent sulfur ointment, response in 
these cases has been good, even in those in which there was initial dermatitis. 
I must say that in these cases this treatment is one of the best that I have had 
the good luck to try. I should like to ask Dr. Abramowitz whether he would 
have the courage to use the strongest concentrations of sulfur ointment for 
patients who had had a sulfur dermatitis. 

Dr. Lamp S. Van Dyck: I was encouraged to use 30 per cent sulfur | 
in white petrolatum after hearing Dr. Abramowitz’ recommendation. I had a 
patient with severe seborrheic eczema of the entire scalp, face, ears, neck, chest, 
back and axillas extending down the arms to the wrists. She used this 30 per 
cent sulfur paste with success except on the face. On the face it produced 
burning and stinging, and the medication had to be stopped. 

Dr. Frank C. Compes: The emphasis seems to be placed on the use of 
white petrolatum. Is there any significance in that? 

Dr. Herman GoopMan: What does one expect from sulfur pharmacolog- 
ically? One expects a chemical reducing action, which requires the action of 
hydrogen sulfide. If 30 to 50 per cent sulfur in petrolatum does net have a 
chemical reducing action or any of the actions expected of sulfur on the skin, 
then the preparation used is bland and one might just as well have used 40 
per cent starch or another bland substance in the ointment. 

In pharmacy and pharmacology ointments are classified in three groups. 
The first is the epidermic ointment, designed for use on the surface of the 
body and not to be absorbed. This is put in a mineral base, like petro- 
latum, no matter what the color is. The second type of ointment has an 
endermic action and is placed in an animal fat vehicle. The third is the dia- 
dermic ointment, intended for general body effects. Unmodified 40 per cent 
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suliur ointment is bland. It makes irritated conditions of the skin less irri- 
tang, owing to the presence of an inert bland powder in an equally inert 
bland grease. 

Dr. HerMAN SuHaruit: I do not think there is any doubt that the sulfides, 
whether hydrogen sulfide, barium sulfide, strontium sulfide or sodium sulfide, 
have a definite action, They are all topical remedies calculated to induce keratol- 
ysis. Sulfur dioxide gas may also be considered an active agent when topically 
applied. I am further aware of the fact that there is no ready explanation 
for the action of sulfur powder in grease. If one is to insist, in the absence of 
understanding of the mechanism, that sulfur powder is an inert substance when 
incorporated in grease and applied to the skin, then one is prepared to ignore 
completely any judgments one may deduce from clinical experience. Clinical 
experience definitely shows that sulfur salve has therapeutic value. The explana- 
tion as to how and why must be sought, but the fact that it is a therapeutic 
agent must be accepted. 

Dr. Juces Comen (by invitation): I should like to agree with Dr. Goodman. 
My associates and I have used 40 per cent sulfur for the past year for patients 
with all types of eczema hospitalized at Bellevue Hospital. It acts as a soothing 
paste. The lesions improve rapidly, but for complete involution stronger oint- 
ments, containing tar usually, must be used. 

Dr. E. Wittram Asramowitz: The patients presented have been grateful 
for the results so far obtained, although they are not as yet entirely cured. I 
have had several that are entirely well, but unfortunately no photographs were 
taken before they started treatment. One of them had been under treatment in 
the hospital for a year and a half without showing any benefit until the sulfur 
concentrate was applied; so the question of time is immaterial as long as steady } 
improvement occurs, I chose a simple inexpensive base which I knew would not 
favor absorption, and I picked precipitated sulfur because that is one of the most 
active sulfur preparations. Now to answer Dr. Goodman, who says that precipi- 
tated sulfur is an inert powder. That is contrary to all pharmacology. Dr, Van 
Dyck reports that a patient tolerated 30 per cent sulfur well on the body but not on 
the face. Is this the action of an inert powder? I have used 5, 10, 20 and 40 
per cent sulfur in petrolatum in patch tests and have observed positive reactions 
in several instances to the weaker concentrations and not to the stronger concen- 
trations. The action of sulfur needs to be studied further. That it is an inert 
powder is too simple an explanation of its action when used in a concentrated 
form. I have observed recently that a patient may complain of burning and 
the irritation develop when use of this sulfur concentrate is started. These 
manifestations disappear with continued use of the preparation. 


CHICAGO DERMATOLOGICAL SOCIETY 
Epwarp A. O tver, M.D., President 


April 19, 1939 


H. Rattner, M.D., Secretary 


Tar Melanosis and Parapsoriasis en Plaques (Brocq). Presented by 

Dr. Harry R. Foerster, Milwaukee. 

M. L., a white man aged 74, a trucking foreman, is presented because of 
two apparently unrelated dermatoses, a pigmentary disorder of the face and an 
inflammatory eruption on the trunk and extremities. He has been aware of pro- 
nounced tanning of the face for about ten years, which he attributed to his outdoor 
work and an observed susceptibility to sunburn, but the present intense slate gray 
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to brown mettled pigmentation of the face was not definitely observed or com- 
mented on until two years ago, after trucking operations in conjunction with the 
repair of a black top road with a mixture of gravel and road tar. He does not 
recall other contacts with tar, pitch, coal or oil but has worked in a sulfur and lead 
mining district. The recent pigmentary disorder of the face was first observed on 
the bridge of the nose and about the eyes and malar areas, after which it extended 
gradually over most of the face. There has been moderate desquamation of the 
face, particularly of the ears, noticeable repeatedly during the summer. 

The eruption on the covered parts was observed approximately one year ago, 
appearing first on the flexor surfaces of the forearms and gradually extending to 
involve the upper and lower extremities on all surfaces and, to a lesser extent, the 
trunk within about six months. Since that time the eruption does not appear to have 
extended noticeably or to have increased in severity. The patient is of the opinion 
that the inflammation on the extremities has varied in intensity from time to time 
but that it has usually been reddish to reddish brown, and moderate desquamation 
has been observed since the first appearance of the lesions. The history reveals 
no other cutaneous diseases, but there have been symptoms referable to the gastro- 
intestinal tract for approximately ten years. There is no history of medication 
other than the taking of alkalis for symptoms of hyperacidity. 

Roentgen examination of the gastrcintestinal tract failed to show organic 
pathologic changes involving either the upper part of the gastrointestinal tract or 
the colon. The stomach, the pylorus and the duodenum appeared to function 
normally. A moderate degree cf spasticity of the colon was reported. Examina- 
tion after oral administration of soluble iodophthalein U. S. P. was reported to 
indicate a nonfunctioning gallbladder. 

Other findings were: blood sugar 87 mg. per hundred cubic centimeters; non- 
protein nitrogen, 32 mg. per hundred cubic centimeters; Wassermann reaction, 
negative; basal metabolism, —18 per cent and +13 per cent in two tests. A blood 
count revealed: hemoglobin, 98 per cent; red blood cells, 4,900,000 per cubic milli- 
meter; white blood cells, 8,550 per cubic millimeter, with 80 per cent neutrophils 
(72 per cent segmented), 16 per cent lymphocytes, 3 per cent monocytes and 1 per 
cent eosincphils. 

The findings on physical examination were normal except for the skin, which 
showed a mottled slate gray and brown pigmentation limited to the face, neck, 
ears and hands and an erythematosquamous dermatitis on the trunk and extremi- 
ties. The pigmentation was most intense in the malar areas and on the nose and 
jaws, fading abruptly at the margins of the scalp. The erythroderma was rather 
evenly distributed but was most intense on the extremities, and it consisted of 
variable-sized dull reddish nummular macules, some of which showed moderate 
desquamation. Histologic examination of a biopsy specimen from a lesion on the 
forearm showed parakeratosis and edema of the epidermis and the upper layers of 
the cutis, with dilatation of the vessels of the papillae and upper layers of the cutis 
and a paravascular infiltrate, chiefly of lymphocytes and some endothelioid cells. 
There was some pigment in the cutis. 


DISCUSSION 


Dr. L. F. Weser: I am interested in the pigmentation in this case. Recently 
I observed a group of patients who had come in contact with tar and pitch. Almost 
all of them showed pigmentation and sensitization to light. Dr. Foerster’s patient 
has been removed from his work for some time, but in spite of that the pigmen- 
tation has persisted. In most of my patients the pigmentation persisted for only 
two or three weeks after withdrawal from work. Dr. Foerster mentioned that 
this patient had had some pigmentation or discoloraticn of the face before he was 
exposed to the tar. 

Dr. Rusen NoMLAnp, Jowa City: What is the influence of tar on the skin 
of the Negro? A great many Negroes work in the asphalt crews in Chicago, and 
I wonder whether there is hyperpigmentation from tar in these perscns. 
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Dx. S. W. Becker: I should like to ask with what kind of tar this man was 
working. Dr. Obermayer and I found that only the crude coal tars have photo- 
sensitizing powers. We tried the various bituminous substances and tars from oil 
refineries and also the various wood tars, and it was only the crude coal tars that 
photosensitized the patient’s skin. Usually the road tars are bituminous products, 
that is, black top, though certain oils the origin of which I do not know are used 
on roads. The reason for persistence of the pigmentation is that it is held in 
chromatophores for many years. 

Dr. THEODORE CORNBLEET: How would the exclusion of light influence the 
cutaneous hazards? 

Dr. S. RoTHMAN (by invitation): Sensitization te light by tar is due chiefly 
to acridine derivatives. This is sensitization to visible light that penetrates window 


glass. 

Dr. THEODORE CORNBLEET: In my work on the porphyrins I seemed to get the 
greatest degree of sensitization from yellow light. That may fit in with the 
findings of Dr. Rothman. 

Dr. Harry R. Foerster, Milwaukee: I was interested in getting an opinion 
cn the generalized eruption, which I believe to be the Brocq type of parapsoriasis, 
though beginning erythroderma of the mycosis fungoides group was considered. 
The asymptomatic and quiescent character of the eruption on the trunk and extremi- 
ties is a point in favor of a diagnosis of parapsoriasis, and the results of study of 
the histologic section are compatible with that diagnosis. The facial pigmentation 
is of more interest and is apparently tar melanosis, as suggested by the history, 
though the dysfuncticn of the gallbladder may be concerned with a photosensitiza- 
tion reaction. 

To answer Dr. Nomland, I do not know whether pigmentation in the Negro is 
intensified by exposure to tar. A pigmented skin is a protection against photo- 
sensitization; therefore, the dermatitis that usually precedes pigmentaticn is not 
likely to occur in Negro skin, and increased pigmentation is not likely to occur. 
In the larger plants where pitch and tar are made, there is a preference for. the 
employment of Negroes because they are not subject to the symptoms which occur 
in white workers from photosensitization. 

With reference to Dr. Cornbleet’s question, the photosensitization effect is 
through radiation in the longer wavelengths of sunlight that penetrate window glass. 
It is not ultraviolet rays. In the work Dr. Schwartz and I reported last year, 
we could not preduce photosensitization reactions to any pronounced degree with 
ultraviolet radiation, but I found that I could produce photosensitization with pitch 
and sunlight through ordinary window glass and also through colored glass. 

To answer Dr. Becker, rcad tars are higher distillates of the same coal that 
is used in making pitch. Road tar contains more of the naphthalene oils that come 
off at lower distillation before the residues are obtained that constitute pitch. All 
of these tar and pitch residues contain some of the naftalan oils that ccme off at 
lower temperature distillations, and all contain the photosensitizing hydrocarbons 
that are found in the residue. It is impossible to separate them completely, but 
road tars contain less of the higher distillate hydrocarbons and more of the lighter 
oils than are found in other tars or in pitch. Road tars apparently contain less 
photosensitizing hydrocarbons and also less of the carcinogenic hydrocarbons. The 
last mentioned absorb light of an entirely different wavelength from that con- 
cerned in photosensitization. 


Arthropathic Psoriasis. Presented by Dr. M. H. Expert and Dr. Davin V. 
OMENS. 


C. L., a white man aged 30, presents a generalized eruption. Seven years ago 
he neticed small scaling patches on the scalp. These lasted several months and 
then disappeared. Three years ago they recurred, and gradually a few similar 
scaling patches appeared on the trunk and extremities. About six months ago 
the right great toe became swollen and painful. Shortly afterward the whole foot 
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was involved. The patient entered the Cook County Hospital, where progressive 
arthritis appeared in the large joints, i. e., these of the knees, shoulders, elbows 
and wrists. During this time he had high fever. Several teeth were extracted while 
he was in the hospital, after which there was some improvement in the arthritis. 
Three months ago new lesions began to appear on the skin, and these spread until 
there was generalized involvement. At present the patient is bedridden, He has 
a low grade intermittent fever. His greatest weight was 150 pounds (68 Kg.). At 
present he weighs less than 100 pounds (45 Kg.). There is considerable atrophy 
from disuse of all the large skeletal muscles. The large joints are swollen and 
tender; movement is painful. On the covered portions of the body there is a 
generalized eruption made up of dull red maculopapules which have coalesced to 
cover nearly all the skin on the trunk and extremities. These lesions are covered 
with crusted scales which can easily be removed. The finger nails and toe nails 
are separated distally and have a peculiar yellow color. There is considerable 
scaling on the scalp, and a few patches are present on the face. 


DISCUSSION 


Dr. Louis A. BrunstinG, Rochester, Minn.: I think that this is obviously 
arthropathia psoriatica. Chronic infectious arthritis may exist in conjunction with 
psoriasis and not be related to it. The arthritis related to psoriasis usually begins 
in the terminal phalangeal joints of the hands and feet and involves the other joints 
subsequently. More often than not there is a correlation between the attacks of 
arthritis and the attacks of psoriasis; usually, however, psoriasis is present for a 
number of years before the joints are involved, In reviewing a large number of 
cases of psoriasis I found that 15 to 20 per cent of the patients had arthritis. In 
nearly all such cases, when there is involvement of the joints there is involvement 
of the nails also. 

When there is cachexia I think the problem of treatment is first of all one 
of building up the patient’s general health. Instead of giving a restricted diet, | 
should give abundantly of foods of high caloric content plus vitamin supplements, 
especially vitamins A and D, in massive doses, The treatment of arthritis is 
secondary to that of pscriasis, for it seems that whatever is done for the joints 
is of little help unless the psoriasis is brought under control. The skin is treated 
by a regimen of baths, application of coal tar ointment and ultraviolet irradiation. 
Foci of infection are extirpated. When the skin is somewhat cleared and there 
is a gain in weight, the use cf foreign protein is considered, as well as measures 
of physical therapy to the affected joints. 

Dr. Rusen NoMLanp, Iowa City: May I suggest the use of typhoid vaccine 
in treatment of psoriasis with arthritis? The foreign protein shock seems to be 
of help. 

Dr. S. W. Becker: I should like to mention briefly some work I have been 
doing with psoriasis. It has been known that in this condition the blood lipids 
are relatively high. I have been giving lipocaic, which reduces the blood lipids. 
With reduction of the blood lipids there has been a phenomenal improvement in 
the psoriasis. Whether this will ever be an important adjunct in therapy I cannot 
say, but even during the winter months, when psoriasis tends to become worse, | 
have had good results with lipocaic without any other form of treatment. 


Dr. F. A. Ortver: In 2 cases of this type of psoriasis I have used vitamin D, 
with results much better than I have obtained with any other type of therapy. 

Dr. Louis A. Brunstinc, Rochester, Minn.: I am interested in what 
Dr. Becker said. I have made the same observation about the retention of lipids 
in a few selected cases. Recently I saw 3 psoriatic adolescents in one family. In 
1 of these the blood lipids were double the normal level, and in the other 2 they 
were normal. Lipocaic has been of limited value in cases of psoriasis with hyper- 
lipemia. Occasionally psoriatic persons miention that the ingestion of butter pro- 
vokes new cutaneous lesions. 
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‘oe. M. H. Expert: I appreciate Dr. Brunsting’s discussion, as his experience 
with this type cf case is more extensive than ours. 

ir. Oliver will remember a woman we had in the ward several years ago with 
this type of psoriasis, She finally died of some intercurrent disease. She was 
completely resistant to treatment. We tried vaccine and got no results. It is 
always interesting that in the clinical types there are exudative lesions, and instead 
of dry centers in the macules there are exudative centers. In her case there were 
a huge number of intradermal abscesses showing a very active process. 


Presented by Dr, THeopore Corn- 


Adiponecrosis Subcutanea Neonatorum. 
pLEET and Dr. H. RATTNER. 

k. M., a white girl, was born on Feb. 7, 1939. She weighed 10 pounds and 
7 ounces (4,760 Gm.). She was born by breech presentation, forceps being applied, 
and there was great difficulty in delivering the shoulders. On examination at birth 
there were noted mild cyanosis and cephalhematoma. There were also many 
ecchymotic areas on the shoulders, back and thighs. Two days after birth, examina- 
tion revealed numerous discrete, movable indurated masses ranging from the size 
of a grape to that of a plum on the shoulders, arms, back and thighs. The 
ecchymotic areas overlying these masses were beginning to disappear. The infant’s 
general condition responded to stimulants and oxygen. 

On February 21 one of us (T. C.) noted that there was congestion of the skin 
in patches and in sheets, running from the left shoulder posteriorly to the back, 
with diffuse telangiectasia. In all the affected areas there were subcutaneous and 
apparently even deeper nodes and nodules, discrete in some places and in others 
coalescing to form diffuse infiltrates. In some places they moved with the skin, 
and in others they were free from it. 

The infant was discharged from the hospital one month after birth. The subcu- 
taneous masses persisted, and the overlying skin was apparently normal. 

The Wassermann and Kahn reactions were negative. A blocd count on 
March 2 showed: hemoglobin, 93 per cent; erythrocytes, 4,900,000 per cubic milli- 
meter; leukocytes 9,850 per cubic millimeter, with neutrophils 59 per cent, eosino- 
phils 1 per cent and lymphocytes 38 per cent. Biopsy was performed on 
February 26 and revealed subcutaneous fat necrosis. 


DISCUSSION 


Dr. Marcus R. Caro: I recently saw a baby 5 weeks of age with large, 
well outlined, deeply indurated masses on the upper part of the back, shoulders, 
arms, forearms and neck. The baby was one month overdue, weighed 9 pounds 
and 12 ounces (4,422 Gm.) at birth and was delivered after a long labor. The 
lesions of subcutaneous fat necroses appeared soon after birth. All the sub- 
cutaneous masses disappeared spontaneously except for one near the left shoulder, 
which suppurated and had to be incised and drained. 

Dr. THEODORE CoRNBLEET: There has been much improvement in the child’s 
condition in the last two months, so that now the eruption is barely recognizable. 
That is in line with the general course of this type of eruption. The lesicns 
are usually absorbed without breaking down as in Dr. Caro’s case; they do, 
however, sometimes break down. 


Multiple Lipomatosis and Obesity. Presented by Dr. E. P. Zeister. 


A man aged 52 years has had for many years multiple painful symmetric 
lipomas of the trunk and extremities and has been under treatment in the metabolic 
clinic with the diagnosis of Dercum’s disease. He was referred to the dermatologic 
department on account of redness of the face and mild rosacea of the forehead. 
He has complained of numbness and tingling in the extremities and pain in the 
lumps for many years. In addition to obesity he has hypotension, asthenia and 
arthritis and on account of a disturbed phosphorus-calcium ratio has been 
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thought to have hyperparathyroidism. Chemical studies of the blood showed: 
sugar, 74 mg.; cholesterol, 195 mg.; calcium, 12.2 mg., and phosphorus, 2.4 mg. 
per hundred cubic centimeters of blood at one reading. Three years ago he wes 
operated on for renal stones, and calcium was found in the urine. A roentgeno- 
gram of the sella turcica was normal. On another reading the value for blood 
calcium was 9.7 mg. and that for phosphorus 3.4 mg. per hundred cubic centi- 
meters. He has been treated for a long time with a rigid antiobesity diet. Potas- 
sium iodide (by mouth) and thyroid extract have been given. Three years ago 
he had a long course of intravenous injections of antuitrin G (an extract of 
the anterior lobe of the pituitary said to contain the growth hormone) and later 
daily injections of phyone (an anterior pituitary extract) (0.25 cc.). He also has 
been given desiccated spleen, 5 grains (0.32 Gm.), and whole pituitary. Recently 
he has been given prostigmine and aminoacetic acid. The case is presented to 
illustrate the futility cf endocrine and metabolic therapy in a case of multiple 
lipomatosis. 
DISCUSSION 

Dr. E. P. Zeiscer: I had hoped that some one would discuss this case from 
the standpoint of whether it is really a case of Dercum’s disease. The syndrome 
of Dercum’s disease comprises painful symmetric lipomas with diminution of 
tactile sensation and muscular weakness. 


A Case for Diagnosis. Presented by Dr. Clark W. FINNERUD. 


Miss L. A., aged 19 years, has an eruption of three years’ duration, extending 
down the extremities in a linear fashion and under the chin and appearing in 
a small area on the left breast. This eruption makes its appearance about 
October and disappears gradually in May or June. The patient has no sub- 
jective symptoms, and material for biopsy was not obtainable. 


A Case for Diagnosis (Scleroderma?). Presented by Dr. M. H. Eperr and 
Dr. A. H. Stepyan (by invitation). 


The patient is a 22 year old woman, married for two years. She gives a 
history of an eruption for the past three years, appearing first on the left thigh 
in the shape of a dime-sized brown spot level with the skin. There has been 
gradual advancement of this condition, and one year ago a similar eruption 
appeared on the upper extremity. There has been no preceding illness or injury; 
the menstrual periods occur irregularly, the interval being from twenty-nine to 
forty days. The basal metabolic rate was +2 per cent; the pulse rate 62. 
The eruption is unilateral. 


DISCUSSION OF CASES OF DR, FINNERUD AND DRS, EBERT AND SLEPYAN 


Dr. H. E. Micuetson, Minneapolis: The outstanding feature in Dr. Finnerud’s 
case is the peculiarly distributed telangiectasia. Although I cannot make a 
positive diagnosis, I should consider a nevoid eruption, possibly atrophcderma 
reticulatum. I think a microscopic section will be necessary. 

Dr. FrepertcK R. Scumipr: With regard to Dr. Finnerud’s case, an inter- 
esting therapeutic possibility enters by mind. The lesions on the legs strongly 
resemble those in Dr. Ebert’s case of scleroderma. I have under observation 
a case of early dermatomyositis, which experimental work has shown to be a 
disease of the vascular system like poikiloderma. I found considerable dilatation 
of the terminal blood vessels of the skin, for which pancreatic extract has been 
given with benefit. I wonder if Dr. Finnerud would consider giving it to close up 
the blood vessels. 

Dr. S. RoruMan (by invitation): I believe that a biopsy in Dr. Finnerud’s 
case will show that the lesion belongs to the nevus group. 

Dr. F. E. Senear: I was much interested in both of these cases from the 
standpoint of the linear arrangement of the eruption. You will recall that last 
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year 2 cases of lichen planus linearis were presented here. At that time I men- 
tioned that many years ago in this society Dr. Frederick Harris spoke of what 
was called “strickformig” in the German literature. It was pointed out that that 
was simply a descriptive term. Within the past two months I have had 3 cases 
of eruption with linear distribution of the simple dermatitis type. I looked back 
in the literature and finally found reference to what Dr. Harris had in mind. 
The condition was lichen striatus. When Dr. Oppenheim was here two or three 
weeks ago I asked him to see one of our patients in the clinic. He recognized 
the condition as lichen striatus and pointed cut that Bettman in his work on the 
genodermatoses had spoken extensively of the reasons for linear distribution of 
eruptions, his opinion being that they occur on a congenital basis. 

In commen with Dr. Michelson and Dr, Rothman, I feel that in Dr. Finnerud’s 
case, in spite of the appearance, this eruption is nevoid. 

Dr. Davin V. OmENS: In regard to the case presented by Dr. Ebert, I saw 
the woman about a year ago. At that time there was some menstrual disturbance, 
for which I gave her estrone (theelin). The area on the right thigh seemed to 
respond well to treatment. The condition today is in a different location and 
more extensive. 

Dr. James H. Mitcuett: I was much interested in the telangiectasia on 
the leg of the girl with scleroderma. I have a patient with a condition which 
is similar but much more marked. I do not recall having seen anything just 
like the condition in my case. The patient, a boy 10 years of age, has two areas 
of scleroderma, one on the dorsum of the foot and the other on the outer malleolus. 
The whole outer third of the entire dorsum of the leg is involved in a telangiec- 
tatic process. 

Dr. CLarK W. Finnerup: In the patient that I presented there was definite 
punctate and reticular atrophy, most marked in the patch on the neck imme- 
diately beneath the chin, I have seen this woman only twice. I do not know 
whether the history is accurate with regard to disappearance of the lesions in 
summer. I think the eruption fits into the group of nevi, in spite of the fact 
that it is practically symmetrically distributed, extending from each hip to the 
foot and from underneath each arm to the tips of the fingers. I am grateful for 
the suggestion about pancreatic extract and shall be glad to give it a trial. 

Dr. E. P. Zetster: I have observed several cases in which similar telangiec- 
tatic lesions appeared during pregnancy and disappeared after the pregnancy was 
terminated, 

Dr. M. H. Expert: The principal cbject in presenting this case of scleroderma 
was to demonstrate the presence of localized groups of telangiectatic vessels. 
Without these it would be just another case of scleroderma. One of the theories 
of the origin and of the pathologic picture cf scleroderma is that it is primarily 
a vascular disease. This case seems to bear that out. The dilated vessels are 
present not only on the leg but in association with the two sclerodermatous 
lesions. The linear distribution is interesting because it is on ene side, while in 
Dr. Finnerud’s case it is bilateral. In his case I am inclined to think it is not 
a nevus but atrophic dermatitis somewhat analogous to that in the case presented, 
in which there is some disturbance of the innervation of the blood vessels which 
results in atrophy. 


Carotenosis and Alcohol-Petroleum-Benzine Extract Demonstration of 
Carotene. Presented by Dr. H. Ratrner and Dr. J. E. Grnssere (by invi- 
tation). 

Miss C. R., aged 18, was first seen two weeks ago because of plantar warts. 
The orange-yellow color about her palms, soles, face and axillary folds was noted 
merely as a coincidence. Aside from the discoloration she is in apparently good 
health. She is especially fond of foods rich in carotene. She takes the juice of 
four to twelve oranges daily with yolks of eggs and has a special fondness for 
spinach and raw carrots, which she eats in abundance. 
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Demonstration of carotene in the patient’s blood was made by extraction with 
alcohol and purified petroleum benzene, a modification of van Eekelen’s method 
(Eddy, W. H., and Dolldorf, G.: The Avitaminoses, Baltimore, Williams and 
Wilkins Company, 1935, p. 305). 

DISCUSSION 

Dr. James H. Mitcueti: I should like to ask about the quantity of carrots 
ingested. 

Dr. M. H. Esert: When I saw this patient and this excellent demonstration 
of the chemistry of the condition, I was reminded of an article by a Japanese about 
fifteen years ago (Arch. f. Dermat. u. Syph. 147:184, 1924). His patients 
were Japanese who had eaten large amounts of oranges. At that time chemists 
knew nothing about the importance of carrots in vitamin chemistry. Since that 
time a good deal of work has been done. 

Dr. J. E. GrnsperG (by invitation): Carotene is provitamin A and is perfectly 
harmless; the patient merely has plenty of vitamin A available in her body. The 
chemical demonstration is possible because the other fat pigments are not soluble 
in purified petroleum benzine, whereas carotene is. The patient has about twenty- 
five times the normal carotene content of the blood. 

Dr. Louts A. Brunstinc, Rochester, Minn.: Will carotenemia interfere with 
the usual tests for hepatic function? Such cases have been of interest to me because 
of all those who, like the patient, eat a great many green vegetables, carotenosis 
develops only in the exceptional person. Incidentally, there is said to be much 
more carotene in the peel of oranges than in the juice. 

Dr. S. W. Becker: A patient whom I saw at the Mayo Clinic had this con- 
dition. The only history of ingestion of carotene was two glasses of orange juice 
a day, which we thought a small amount. There must be a tremendous difference 
in susceptibility. 

Dr. J. E. Grinsperc (by invitation): The apparent susceptibility of which 
Dr. Brunsting and Dr. Becker spoke is mentioned in the literature in a number of 
places. Several patients have been used to demonstrate how easy it is to accumulate 
carotene in the skin, alternating a carotene-rich with a carotene-free diet. 


Pityriasis Rubra Pilaris. Presented by Dr. S. W. Becker and Dr. M. E. 
OBERMAYER. 


O. H. S., a 52 year old telegraph operator, noticed an erythema on the back 
of his neck in August 1938, with some edema and burning followed by slight 
scaling. After a month the eruption had spread over his trunk and arms. The 
individual lesions have always been small erythematous elevated scaly papules; 
these have spread gradually, becoming confluent with adjacent lesions in about 
three to four weeks. He has noticed also that there has been a gradual thickening 
of the skin of his palms and soles, until at present he can hardly perform his 
duties as telegraph operator. 

Physical examination gave essentially negative results except for the cutaneous 
findings. There was a diffuse erythema of the back of the neck and of both 
arms and legs up to the middle of the upper part of the arm and the upper part 
of the thigh respectively. Superimposed on this was crusting with fine scaling. 
Along the upper borders of these areas (arms, thighs, chest and abdomen) were 
individual areas of follicular erythema and crusting with small lanugo hairs 
projecting through. In addition, there was decided thickening of both palms and 
soles, with numerous deep fissures. 

The laboratory findings were essentially normal. 


DISCUSSION 


Dr. E. P. Zetster: Thyroid is worth a trial in such a case. This patient's 
condition will probably go through the exfoliative stage which occurs with exten- 


tr 
er 
ta 
th 
b 
tl 
tl 
S 
tl 
fi 
a 
t 
I 
( 
( 


SOCIETY TRANSACTIONS 833 


sive pityriasis rubra, The eruption should improve slowly with bland local 
treatment and administration of thyroid. 


Lx, CLARK W. Finnerup: I have shown 2 patients before this society whose 
eruption became entirely eradicated, apparently as the result of long-continued 
taking of extract of thyreid. Both had low basal metabolic rates. 


De. Frepertck R. Scumipt: I think that one of the points of interest is 
that pityriasis rubra pilaris usually clears up no matter what is given. Lichen 
acuminatus does not clear up so readily. There is also a histologic difference 
between the two. One of the therapeutic points to bring out in these cases is 
that the patients, because of their dry skin, are susceptible to pyogenic infection, 
the numerous fissures serving as atria for the entrance of pyogenic organisms. 
Sometimes severe secondary pyoderma results with serious complications. I think 
that the important thing is to keep these patients well greased at all times. 


Myxedema and Pellagra. Presented by Dr. THEopore Cornsteet and Dr. H. 

RATTNER. 

The first patient, Mr. V., when first seen had symptoms of numbness of the 
fingers, difficulty in walking and mental cloudiness. For two years he had been 
drinking rather heavily and had noticed some loss of appetite. 

Examination revealed tenderness of the fingers and hands, bilateral foot drop, 
ataxia and an inflamed tongue. 

For the first three weeks of treatment the patient was given 10 mg. of thiamin 
chloride, but his mental symptoms became greatly aggravated. After this three 
week period he was given 200 mg. of nicotinic acid four times a day, and since 
then he has shown a steady improvement. 

Our second patient, Mrs. M. K., complained of anorexia, with a loss of 40 
pounds (18 Kg.) in three years; her skin had become dry, dark, coarse and 
hyperkeratotic, particularly in the elbows, on the flexor surfaces of the forearms, 
under the breasts and on the medial surface of the thighs. She was lethargic 
and had mild hallucinations and illusions. 

Physical examination revealed bilateral symmetric pigmented areas with sharply 
demarcated borders. 

The Wassermann reaction was negative. The blood count showed secondary 
anemia, The urine on admissicn gave a 1 plus reaction for sugar; the basal 
metabolic rate was —35 per cent to —46 per cent in all tests. 

Since April 3 this patient has been receiving 100 mg. of nicotinic acid, with 
excellent results. She has received no other therapy. There has been decided 
mental improvement. 

DISCUSSION 

Dr. M. H. Epert: The case of myxedema created some excitement because 
the condition was diagnosed encephalitis. 

Dr. Lours A. BrunstinG, Rochester, Minn.: Increased porphyrinuria in 
pellagra has been reported, but I have not been able to confirm it. Have these 
patients been examined in that regard? 

Dr. H. Rattner: In the first case, that of the cretin, the results of treatment 
with nicotinic acid were really dramatic. The areas at first were deeply pig- 
mented, almost black, with an admixture of gray and brown, and the patches 
were thickened, nodular and warty. The features were such as to suggest acan- 
thosis nigricans. Two days after treatment with nicotinic acid was begun the 
patches literally came off in sheets, and the patient showed an alertness that was 
not present before treatment was instituted. 

Dr. THeopore Corneteet: I wish to corroborate what Dr. Rattner said 
about the degree of improvement in the one case. It is worthy of note in the 
other that the neurologic symptoms did not show any improvement after admin- 
istration of thiamin chloride but did improve after nicotinic acid was given, and 
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at the same time the mental condition improved. I, too, have examined {or 
porphyrin the urine and blood of patients with pellagra. I failed to find excessive 
excretion of porphyrins by any of our patients. I had the same result in cases 
of pellagroid cn the basis of alcohol. I cannot understand why others have heen 
able to find porphyrins in material from such patients and I could not. Undoubt- 
edly a pellagrous state would have to be present for some time to allow the 
porphyrins to be concentrated sufficiently to permit chemical detection. 


A Case for Diagnosis (Multiple Idiopathic Hemorrhagic Sarcoma of 
Kaposi?). Presented by Dr. E. M. Situ Jr. (by invitation) and Dr, A. 
W. STILLIANS. 


A white man aged 30 years had a twisting injury to his ankle four years ago, 
At the time there was a discoloration of the skin about 34 inch (1.9 cm.) across, 
as well as considerable swelling. The patient says that the discoloration changed 
frem red to blue and has persisted. Four weeks later new red spots appeared, 
which also changed to blue, losing their intensity during the change. Since that 
time there have been crops of hemorrhagic-like discoloration with little tendency 
to clear up. 

The patient states that during the day his ankle gradually swells but that by 
morning the swelling has disappeared. There are no sensory disturbances. The 
Wassermann reaction was negative. 

Examination shows the eruption to be limited to the inner surface of the right 
ankle and to consist of pigmented flat papules, a pigmented macular area and 
punctate red areas such as might be caused by multiple minute hemorrhages into 
the skin. The entire area has a feeling of being slightly infiltrated. 


DISCUSSION 


Dr. Cart W. Laymon, Minneapolis: The appearance of the eruption is 
somewhat suggestive of lichen planus. However, the plaque on the leg, made 
up of orange-red or brownish red papules, is compatible with a diagnosis of 
pigmented purpuric lichenoid dermatitis of Gougerot and Blum. From a brie/ 
survey of the sections I was unable to make a diagnosis of Kaposi's sarcoma. 


Dr. H. E. Micuetson, Minneapolis: I agree with Dr. Laymon’s observations. 
I could not see anything characteristic enough in the sections to make a diagnosis 
of Kaposi’s sarcoma. I thought that the varicose element had a great deal to do 
with the subsequent condition. 

Dr. CrarK W. Finnerup: I do not think the condition is Kaposi’s sarcoma 
or an early symptem of it. Where the adhesive plaster has been removed there 
is a sharp line of demarcation of the eruption. I believe that with adhesive 
plaster one could probably remove the rest of the eruption. I should not be 
surprised if freezing with solid carbon dioxide would eradicate it. 

Dr. L. F. Weser: I thought of pigmented purpuric lichenoid dermatitis, but 
there is one point against this diagnosis, that the condition is asymmetric. Recently 
I saw a young patient in whom the eruption was symmetric but confined to the 
forearms. 

Dr. A. W. Srit1ans: I hope for the patient’s sake that the diagnosis is 
correct. From the clinical appearance I am skeptical. The biopsy sections, which 
have just been finished, I have not seen. I understand that the test for iron gave 
a positive result. 


Leiomyoma of the Skin. Presented by Dr. Tncopore Corneiret and Dr. D. 

Conen (by invitation). 

R. B., a woman aged 50, a housewife, presents a group of about fifteen roundish 
split pea-sized to pea-sized nodules on the extensor surface of the left arm. 
According to the patient the lesions appeared to follow a vaccination against 
smallpox when she was 16 years old. On the right forearm there is a similar 
cluster of nodules, present for two years. These nodules are mildly pruritic and 
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are ucither painful nor tender. There is no inflammation. The nodules are firm, 
elevated and purplish red and move with the skin. 


DISCUSSION 


lex. James H. Mitcuett: As a rule these lesions are very sensitive. This 
patient pointed out that there is no tenderness. I did not have an opportunity 
to examine the sections. 

De. M. H. Expert: Clinically this condition has the appearance of a leio- 
myoma, Specifically the usual pain is absent. The histologic sections would 
verily the diagnosis. 

Some time ago, when I began to attempt the impregnation of terminal nerve 
fibers with silver, Dr. Ormsby suggested that if we had a patient with leiomyoma 
it would be an excellent condition in which to try the method because it was sc 
painful that he thought there might be scme prolongation of the nerve fibers. 
We did have a case of very extensive involvement, which was presented before 
this society about a year ago. I worked up some sections with this nerve impreg- 
nation. I have not had a chance to report it. There was marked prolongation 
of the nerve fibers, Whether they are senscry or motor, whether the sensation 
is due to the fact that the muscles contract excessively or whether there are an 
excessive number of nerve endings in the tumor I cannot say. I can say that 
leiomyoma causes as much prolongation of nerve fibers as of smooth muscle fibers. 

Dr. THeopore CorNBLEET: I wish I were a good encugh histologist to study 
the relation between leiomyoma and glomus tumor. They seem to have some 
things in common, 


Congenital Ichthyosiform Erythroderma. Presented by Dr. F. E. Sencar 


and Dr. Harotp SHELLOW (by invitation), 

T. C., a boy aged 19 years, has had an eruption since birth. In 1922, with a 
universal erythroderma, he was shown before this society by Dr. Zeisler. There is 
complete absence of sweating, even of the palms and soles, and he is so uncom- 
fortable during the summer that he is compelled to stay in the basement in order 
to remain cool. Some time ago he received thyroid and pituitary treatment, and 
some improvement was noted, which lasted nine months. He has never noticed 
the occurrence of bullae. Various changes of the body have gradually developed. 

The boy is somewhat underweight and has a generalized erythematous eruption 
which is rather bright red. The skin is thickened universally, and this is especially 
marked on the palms and soles and on the extenscr surfaces of the elbows and 
knees. Thick scaling is present on the whole body, being most marked on the 
elbows, knees and soles. In the creased areas of the body the scaling is of extreme 
thickness and is greasy. There is some malformation of the fingers, which appear 
atrophic. Owing to the wrinkled skin, the enlargement of the lips and nose and 
bilateral ectropion, an old man’s facies is apparent. Both ears are partially 
deformed and drawn close to the head. The mammary glands are rudimentary. 

Laboratory findings revealed: hemoglobin, 70 per cent; erythrocytes, 4,000,000 
per cubic millimeter of blood, and leukocytes, 8,600 per cubic millimeter with a 
differential count cf lymphocytes 38 per cent, monocytes 11 per cent, neutrophils 
49 per cent and eosinophils 2 per cent. The Wassermann and Kahn reactions were 
negative, The basal metabolic rate was normal, and roentgen examination of the 
pituitary gland showed a normal sella. The dextrose tolerance and the values for 
nonprotein nitrogen and creatinine were within normal limits, but the values fer 
cholesterol, calcium and phosphorus in the blood were low, being respectively 107, 
8.5 and 3 mg. per hundred cubic centimeters. Sweating could not be induced in 
the patient by administration of pilocarpine. 


DISCUSSION 


Dr. S. RoruMan (by invitation): In most such cases there is consanguinity 
of the parents. It is striking that the three cutaneous diseases which are dangerous 
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to life—xeroderma pigmentosum, epidermolysis bullosa and congenital ichthyosiform 
erythroderma—show recessive inheritance. There is a history of consanguinity jn 
the majority of cases of these three conditions. 

Dr. E, P. Zetster: I recall having seen this boy when he was 1% years old. | 
gave a bad prognosis as to both the life of the patient and the cutaneous condition, 
One prognosis was incorrect; the patient is still living. I think it is amazing that 
a patient with such a diffuse and widespread congenital dermatosis should be able 
to survive without ccntracting some intercurrent infection, such as pneumonia or 
tuberculosis. Many patients with this condition have bullae, which are not present 
in this case. I have never before seen a patient with the tremendous epidermal 
hyperplasia in the axilla and around the knees that this patient has. I think it 
would be worth while to try the effect of large doses of vitamins, particularly 
vitamin D. 

Dr. F, E. Senear: I should like to ask Dr. Shellow whether there is any 
histery of consanguinity of the parents. 

Dr. HAROLD SHELLOW (by invitation): There is not. 

This case differs from most of the cases of congenital ichthyosiform erythro- 
derma described in the literature. This boy has never had any bullae, and there 
is apparent absence of sweating. In the cases mentioned in the literature sweating 
occurred usually on the palms and soles. There is slight atrophy of the muscles 
of the fingers and hands, which may be secondary to contractures of the skin or 
may be neuropathic. Second, there appears to be mild hypertrophy of the nose and 
lips, suggestive of acromegaly. The knees, elbows and some of the bones of the 
skull show apparent hypertrophy. With the past history of improvement caused 
by pituitary therapy though there was no change in the sella, we were encouraged 
to treat this boy with large doses of pituitary and thyroid gland. 

Dr. THEODORE CoRNBLEET: There is apparently complete absence of the mam- 
mary glands. I am just wondering that in view of the fact that the mammary 
glands are modified sweat glands their absence here can be related to the sparsity 
of sweat glands in ichthyosis. 


Syringoma Appearing at the Age of Three Years. Presented by Dr. THeopore 
CornsLeet and Dr. Henry D. Scuorr (by invitation). 


G. B., a Negress aged 12 years, has a dermatosis which has been present since 
she was 3 years old. The cutaneous changes consist of noninflammatory, grouped, 
discrete split pea—sized nodules on the upper part of the chest and back. They are 
soft, smooth, round or irregular and slightly raised above the skin. There are no 
subjective symptoms. 

DISCUSSION 

Dr. CLarK W. FiInNERup: I think Dr. Cornbleet must have meant to call this 
condition syringocystadenoma, which it is clinically and histologically. 

Dr. THeopore Cornsieet: Several authors, among them Pusey and Sutton, 
give syringoma and syringocystadenoma as synonyms. 


Hematogenous Tuberculosis of the Skin. Presented by Dr. Ottver 5S. 
Ormssy and Dr. W. W. Tostn (by invitation). 


M. B., a Negress aged 38, states that for the past two years she has had large, 
tender swellings on her legs which form open sores and also many small “pus 
pimples” on her thighs, buttocks and arms. These eruptions have occurred in crops 
every two or three months, healing spontaneously. The present attack is of three 
weeks’ duration. She has been under treatment since 1932 for latent syphilis, 
receiving neoarsphenamine and a bismuth compound, but no iodides. There has 
been no antisyphilitic treatment for six months. 

The eruption on the legs involves chiefly the right leg and consists of elevated, 
tender bluish red nodules approximately 2 to 3 cm. in diameter, There are also 
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older, crusted lesions and pigmented atrophic scars. On the thighs, buttocks and 
arms are many indolent papulonecrotic lesions and scars of old lesions. 

The Wassermann reaction of the blood was negative. The reaction to old 
tuberculin (0.05 cc. of a 1: 100,000 dilution) was negative. A roentgenogram ot 
the chest failed to reveal tuberculosis. Results of biopsy of a papulonecrotic lesion 
are compatible with a diagnosis of tuberculesis, there being many epithelioid cells, 
some plasma cells and a few polymorphonuclears, but no giant cells. 


DISCUSSION 


Dre. H. E. Micnetson, Minneapolis: Whenever a patient exhibits more than 
one form of tuberculosis of the skin, there is much cause for speculation. I think 
ene of the most interesting phases of this subject is to attempt to determine why 
a patient has one type or another of tuberculoderm. For example, tuberculids and 
erythema induratum are both blood vessel types of tuberculosis, but in the tuber- 
culids the terminal vessels only are involved, while in erythema induratum there 
is involvement of the deep vessels, and the perivascular infiltrate with replacement 
of the fat gives the clinical features to the erupticn. 

Dr. Oliver mentioned that he has read of changes in temperature in patients 
with erythema induratum. I have recently studied a girl in whom this was present 
to a striking degree. The temperature below the lesion was much lower than 
above it. The use of papaverine gave considerable relief. I feel that this patient 
has tuberculosis of the skin of the tuberculid and erythema induratum types. 

Dr. E. A. Ovtver: The article I referred to was in a recent number of the 
British Journal of Dermatology. A surgeon reported his results with sympathec- 
tomy and good results in erythema induratum, which he did not believe to be a 
tuberculous condition. 

Dr. RuseEN NoMLAND, Iowa City: Dr. Michelson comes from Minneapolis, 
where he dees not see many Negroes. Negroes present this mixed type of tuber- 
culosis. They have tuberculosis of a deep type that is much like erythema nodosum, 
and it may be associated with papulonecrotic tuberculids. I believe that this 
Negress has a mixture of the two types. 

Dr. S. W. Becker: I should like to call attention to a typical semiglobular 
pustule which this girl presented, which I have never seen in a tuberculous lesion. 
I wonder if this could not be some other infection to which her skin is allergic. 
The slide shows no typical tuberculous structure that I can see. 

Dr. M. H. Esert: This patient was admitted to the. hospital a few days 
ago, and I glanced at her only briefly on Monday. I had the same impression as 
Dr. Becker, that there was low grade folliculitis from a superficial follicular infec- 
tion on the surface and fistulas to a rather deep infection on the leg, which was 
acutely inflammatory and not the type one usually sees in cases of erythema 
induratum. However, one glance of two or three minutes cannot compare with 
study over a long period. 

Dr. S. RorHMan (by invitation): Sometimes it is difficult clinically to 
distinguish follicular pyogenic necrotic lesions from those tuberculids which were 
formerly called acnitis and folliclis (Barthelemy) and which belong to the papulo- 
necrotic group. In this case some of the lesions are tender and rather acute. The 
microscopic picture does not support the supposition cf tuberculous causation. 

Dr. RusEN NoMLanp, Iowa City: I think Dr. Ebert is right; there is no 
proof that the condition is tuberculosis. I have seen this exact syndrome in 
patients sensitive to iodides, and I have seen similar lesions in patients with 
tularemia. I think it is a hematogenous disorder, probably tuberculosis. 

Dr. W. W. Tostn (by invitation): I considered the probability of pyogenic 
dermatitis but believed that the duration of two years, the lesions occurring in 
crops, the symmetric bilateral distribution and the associated nodular and ulcerated 
lesions of the legs would favor a diagnosis of tuberculosis of the hematogenous 
type. Material for biopsy will be taken from one of the nodular lesions on the legs. 
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A Case for Diagnosis (Syphilitic Gumma?). Presented by Dr. James . 
MITCHELL and Dr. Davin V. OMENS. 


A man aged 37 acquired primary syphilis in December 1937. He has had thirty- 
eight injections of a bismuth compound and forty cf neoarsphenamine since that 
time. After five months of this therapy he had a “breaking out over the body.” 
Three months ago a so-called cold sore developed in the right vestibule of the nose, 
for which he received roentgen therapy. The inflammatory reaction has spread 
to involve the area on the right side of the nose. Examination reveals crusting 
and ulceration of the right vestibule with inflammatory reaction, and the impression 
is of chronic vestibulitis on the right side. 

The Kahn reaction was positive (4 plus), the Wassermann reaction was doubt- 
ful. The white blcod cell count was 8,800, with 74 per cent neutrophils, 6 per cent 
eosinophils, 1 per cent basophils, 15 per cent lymphocytes and 4 per cent monocytes. 

The patient has had three shock treatments without improvement, and the last 
injection of neoarsphenamine was made on April 17, 1939. 


DISCUSSION 


Dr. Harry R. Foerster, Milwaukee: I believe the ulcerated granulomatous 
lesion on the ala nasi to be a destructive syphilitic precess, in this case seen rather 
early because of lack of normal immunologic defense or failure of the patient to 
show the usual therapeutic response to antisyphilitic therapy. 

Dr. Oxtver S. Ormssy: The patient referred to by Dr. Oliver was one who 
had a. malignant type of syphilis that wculd not respond to treatment. When I 
saw him he had a progressive ulcerating lesion involving the nose, and in spite of 
energetic treatment the ulcer extended until practically the entire nose and the 
upper lip were destroyed. He was shown at this society when prominent men 
from different parts of the world were present, including Professor Dohi of Tckio, 
Japan. Dr, Cole suggested shock treatment with typhoid vaccine followed by the 
usual treatment. The following day the patient was sent to the hospital and given 
an injection of typhcid vaccine. A severe general reaction developed, with marked 
elevation of temperature. Shortly afterward arsphenamine was employed, and 
within three or four weeks the activity of the disease was entirely checked. In this 
case, although mercury and bismuth compounds and arsenicals of various types had 
been given with no effect, the disease responded to arsphenamine as socn as the 
patient’s reactivity was changed by shock injections of typhoid vaccine. 

Dr. Marcus R. Caro: I recently saw a patient with an early secondary 
eruption of syphilis that disappeared after a few injections of neoarsphenamine. 
Later in the course of treatment the patient had recurrent lesions on the palms and 
soles, nodular lesions on the nose and syphilitic onychia on several fingers. All of 
these lesions persisted in spite of intensive treatment with neoarsphenamine, a 
bismuth compound and potassium iodide. Treatment with arsphenamine was then 
instituted, and the lesions healed rapidly. 

Dr. M. H. Expert: Does the record show that these lesions on the hips and 
thighs appeared while antisyphilitic treatment was being given? 

Dr. James H. MitcHett: The first lesion appeared on the left buttock, follow- 
ing an injecticn of a bismuth compound, The other lesions appeared from time to 
time. When I saw the nose I was immediately reminded of the patient Dr. Ormsby 
treated with typhoid vaccine. I had him go to the clinic in order that Dr. Ormsby 
might see him. After talking it over with Dr. Omens he agreed to take the typhoid 
vaccine treatment. It is possible that the nasal lesion in this case is not a syphilitic 
process, but I did not believe we should waste any time taking a chance. The man 
is a taxicab driver and in fairly good circumstances. He was first seen at the 
Secial Hygiene Clinic by Dr. Bertha Shafer, who referred him to me. 


Note.—The patient has been discharged from the Cook County Hospital with 
all lesions completely healed. 
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DISCUSSION 

De. Davin V. Omens: We were not able to determine whether it was syph- 
litic or neoplastic. As to previous antisyphilitic treatment, he had thirty-eight 
injections of a bismuth compound and forty of neoarsphenamine since 1937, Con- 
sultation with specialists in diseases of the nose and of the throat determined the 
diagnosis of chronic vestibulitis but no specific causation was determined. 

Dr. THEODORE COoRNBLEET: I think that the changes in the skin can best be 
explained as due to some trophic disturbance cr some food deficiency. 


Streptococcic Dermatitis. Presented by Dr. James H. MitcHett. 


This patient was presented at the March meeting with a marked intertriginous 
process that had been present since February 1938. The whole process began with 
running ears. Hemolytic streptococci were grown from scales in the scalp, the ears, 
the axillary folds, the fissures in the anal and inguinal folds and the umbilicus. 
There was also a lichenified dermatitis on the backs of the hands. We performed 
patch tests with mercurial preparations and obtained negative results. No treatment 
was given except application of a simple ointment containing ammoniated mercury ; 
for the more irritated areas this was combined with naftalan. For the scalp the 
ammoniated mercury was suspended in olive cil. The ears have not done so well. 
We are now using 3 per cent aqueous solution of gentian violet. The scalp has 
cleared up to an amazing degree, and the whole condition is completely changed. 


Note.—Although the patient was not able to tolerate sulfanilamide, she has 
tclerated neoprontosil well. Locally the best treatment has been wet packs of 


chlorophyll. 


DISCUSSION 

Dr. S. W. Becker: This case is interesting to me because I have wondered 
whether a patient with streptococcic dermatitis has an epidermal hypersensitization 
This probably can be considered a case of true eczema. 
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Congenital Koilonychia and Onychogryphosis. Presented by Dr. Grorce 


HasKeEL Curtis and Dr. E. W. NETHERTON. 


M. A. B., a girl aged 8 years, was a healthy baby born at full term. She has 
had measles, mumps, pertussis and otitis media. Tonsillectomy and adenoidectomy 
were performed at the age of 5 years. 

At 4 years she had croup, with a temperature ranging from 103 to 104 F. and 
accompanied by convulsions and delirium. At this time it was noticed that her 
toe nails had become brown. Later they became thick and curled in the long axis. 
They have become difficult to trim because of tenderness due to outgrowth of the 
nail bed with the nail. Soon after the toe nails began to be deformed the finger 
nails became rough, splitting at the free ends, and were spoonlike. 

The patient is intelligent and well developed, with a tendency to overweight. 

The toe nails are thick, the margins tending to curl downward. The nails are 
smooth and olive brown. They are trimmed as short as the outgrowth of the 
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nail bed permits, about % inch (0.3 cm.). The finger nails are definitely spoon 
shaped. The thumb nails are frayed along the margins. None of the nails are 
thickened, but all are pitted with numerous pinpoint depressions. The nail beds 
and lacunas are of normal appearance and color. There are no other ectodermal 
defects. There has been no change during two months’ observation. 

General physical examination gave essentially negative results. There were 
4,200,000 erythrocytes and 10,250 leukocytes per cubic millimeter of blood. The 
value for hemoglobin was 77 per cent. The differential blood count was normal, 
Urinalysis gave normal results. Serologic tests of the blood for syphilis gaye 
negative results. The basal metabolic rate was —13 per cent. Scrapings from 
the toe nails and finger nails showed no fungi on examination or culture. 

Thyroid extract, % grain (0.015 Gm.) daily with iron, has had no effect on the 
condition. 

DISCUSSION 


Dr. H. N. Core: I don’t know how many times the presenters have looked 
for organisms in the nails, though I suppose they have done so repeatedly. Some- 
times they are hard to find, and if one is in a hurry one does not keep the speci- 
mens long enough and may overlook them. In mycotic infections of the nails one 
sometimes finds spoon nails. Although the serologic reactions for syphilis were 
negative, it is well known that this condition may occasionally be associated with 
syphilis. 

Dr. Greorce HAsket Curtis: I have no idea as to what can be done for 
this patient. The disease has a tendency to run in families, but that does not 
occur in this instance. I assume that the condition is congenital, because I have 
not seen any article in the literature in which it is mentioned as following an 
infection. Apparently it was discovered at the time the child was in the hospital 
with some other illness. The present condition apparently developed when she 
was 3 or 4 years of age. No treatment has altered it. 


Pustular Psoriasis. Presented by Dr. E. W. Netuerton and Dr. Georce 
HASKEL Curtis. 


F. B., a woman aged 45, has an eruption which began as a pustule in the 
umbilicus two years ago. It has enlarged to palm size. Concurrently a similar 
lesion appeared in the intergluteal fold, gradually extending over the whole of 
the perineum and pudendum. There has been much itching and burning of the 
parts. Sevéral months ago similar plaques appeared in the scalp. During the past 
three years a firm red scaly eruption has appeared in the palms in winter only. 

There is a superficial, circular, well demarcated, palm-sized dull red plaque 
encircling the umbilicus. There are a number of pustules within the lesion, and 
numerous small follicular pustules are disseminated throughout the plaque, espe- 
cially at the periphery. An ill defined dull red plaque surrounds the anus. There 
are a number of nummular dull red slightly scaling plaques on the scalp, Several 
split pea-sized papules covered with thick, dry scales are present on the back and 
on the upper extremities. 

A hemogram was normal. Urinalysis gave normal results. Serologic tests of 
the blood for syphilis gave negative results. The scales showed no fungi. Cultures 
and smears of the pus from the pustules showed no organisms. 

Histologic examination of tissue from a papule on the back showed acanthotic 
areas, gradually decreasing to normal epidermis, extending for some distance on 
either side of a hair follicle denoting the site of the papule. The stratum corneum 
gradually increased in thickness from normal at the periphery of the acanthotic 
areas to the mouth of the follicle, where it was thickest. Here there was para- 
keratosis, with a definite collection of leukocytes. Beneath the parakeratosis the 
granular layer was absent. On each side of the follicle the acanthosis was most 
extensive, the lower half showing intercellular and intracellular edema and balloon- 
ing. The basement membrane was intact. There were disseminated migratory 
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cell. in the acanthotic areas. The papillae were elongated and edematous and 
contained dilated central blood vessels and mild (predominantly round cell) infil- 
tration. The edema was more pronounced in the upper layers of the corium, 
particularly around the dilated blood vessels, and the cellular infiltration was 
principally perivascular. The edema and cellular infiltration surrounded the hair 
follicle. The deep layers of the corium and the subcutaneous tissue were unaffected. 

Histologic examination of tissue removed from the pustular lesion on the 
abdomen showed the aforementioned changes to an extreme degree, and in addition 
there were intraepidermal abscesses showing necrosis of prickle cells, fibrin and 
dense infiltration with polymorphonuclear leukocytes. This was held in situ by 
a parakeratotic stratum corneum which showed intracorneal collections of leuko- 
cytes. The prickle cell layer was riddled with migrating leukocytes, but the base- 
ment membrane was intact. The entire corium showed dense (predominantly 
round cell) infiltration. This infiltration gradually thinned out until at the level 
of the coil glands it practically disappeared. The subcutaneous tissue was mildly 
edematous. 

DISCUSSION 

Dr. Emerson GILLEspiz, Canton, Ohio: The patient has typical lesions of 
psoriasis. The pustular lesion on the abdomen began as a weeping eruption. I 
think that the pustular element is due to a secondary eruption. There are no 
pustular lesions about the hands. 

Dr. H. J. ParKuurst, Toledo, Ohio: A point of differentiation is that in 
cases of pustular psoriasis cultures are sterile, whereas if the condition is due to 
secondary infection the cultures yield bacteria. 


Acne Conglobata of the Face. Presented by Dr. L. L. Praver, Columbus, 
Ohio, and Dr. E. W. NETHERTON. 


S. S., a woman aged 25, presents on the center of the forehead and on both 
cheeks large, erythematous areas of ulcers and cysts from which thick, creamy 
pus is discharged. The edges of the ulcers are deep burrows with overlying 
bridges of skin. On the right cheek old reticulated and pitted scars are present. 
The face and scalp are moderately oily, but there are few comedos in the seborrheic 
areas. There are several large comedos in the areas of inflammation on the cheeks. 

Mantoux tests for tuberculosis gave negative results, as did animal inoculations. 
Smears and cultures revealed no fungi. Smears for tubercle bacilli gave negative 
results. Smears and cultures for bacteria showed a pure growth of Staphylococcus 
albus. 

Histologic examination of tissue removed from a lesion on the forehead showed 
mild hyperkeratosis. Throughout the epidermis there was scattered ballooning of 
the prickle cells and migrating round cells. The basement membrane and the 
stratum germinativum were intact. A few of the papillae showed mild edema and 
round cell infiltration. The upper layers of the corium showed moderate edema 
(mainly perivascular) and round cell infiltration, as well as a few polymorpho- 
nuclear leukocytes. The areas of edema and infiltrate became intense in the deep 
layers of the corium, Plasma cells and round cells predominated, but the poly- 
morphonuclear leukocytes were greatly increased in number. In the center of the 
infiltrated areas there was some necrosis. 

Tissue removed from the cheek showed a similar but more acute process 
involving the upper as well as the deep layers of the corium. 

Two foreign body giant cells were found in the sections. 

Roentgen therapy, autogenous and stock vaccines, gonadotropic substance from 
the urine of pregnant women (antuitrin S), and local therapy have been of no 
value. There was some improvement with rest in bed, a high caloric and vitamin 
diet, with added vitamins and iron locally, compresses of glycerin and hydrogen 
dioxide with daily irrigations with 1: 10,000 mercury phenyl nitrate. A cold 
quartz mercury vapor light thrust into the cysts and burrows has been used. 
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DISCUSSION 


Dr. J. R. Driver: In questioning the patient I learned that iodized salt js 
used at her home. I am rather convinced that in some cases this prevents the 
eruption from responding to the usual therapy. 

Dr. Louris Lioyp Praver, Columbus, Ohio: I inquired about that and also 
called at the house to be sure idozed salt was not being used. They are not using 
it now, although they have used it. 

Dr. E. W. NETHERTON: To me this is one of the most interesting cases pre- 
sented today, because in my experience this type of acne is not common. I have 
found such conditions difficult to handle. The destruction of tissue is a decided 
factor. The condition causes undermining and liquefaction. At no time have we 
been able to find any manifestation of a tuberculous infection. I think that it 
might be a good plan to remove the tissue over the undermined areas, because it 
is diseased. This would result in a more presentable scar. 

I presented a patient two years ago, a little girl whose father and mother were 
Christian scientists, with lesions somewhat similar to these. They involved one 
side of the face. Numerous tubercle bacilli were present, and the results of animal 
inoculations were positive. Until the loose skin was cut away the lesions would 
not heal. A very good type of scar was obtained. I don’t mean to curet the base 
of the lesions but simply to cut away the tissue over all the areas in which there 
is purulent exudate. 

Dr. C. G. La Rocco: I agree entirely with what Dr. Netherton has said, 
I am wondering about the advisability of skin grafts later. It is certainly a dis- 
figuring process. Anything that can be done to improve the cosmetic result should 
be done. 

Dr. H. G. Misky1AN: What Dr. Netherton is thinking of I have been tempted 
to do myself. This case is similar to that of a Negro I have been treating at the 
Lakeside Hospital. In that case I have been using injections of a gold compound 
cautiously. Eight injections have been given. The results are not satisfactory. 

Dr. J. R. Driver: I think that Dr. Netherton’s suggestion for treatment is 
good, 

Dr. BENJAMIN LeEvINE: I had a case of this type of acne in a young boy. 
I destroyed all the diseased tissue with the cautery, and the lesions healed 
satisfactorily. 

Dr. E. W. NETHERTON: We clipped away some of the overhanging tissue back 
to the margin and cut through the margin to obtain tissue for biopsy. The area 
is healed and has done better than any other part of the eruption. It is simply 
diseased tissue. It seems to me that if this procedure were done conservatively 
and the wound allowed to granulate we should obtain a better result. 


A Case for Diagnosis (Fixed Drug Eruption?). Presented by Dr. H. H. 
Jounson (from the Department of Dermatology and Syphilology, Lakeside 
Hospital). 

E. M., a Negress aged 27, began treatment for “seropositive primary syphilis” 
in 1934. She received six intravenous and six intramuscular injections in 1934 
and the same number in 1936. She entered the clinic for syphilitic patients at the 
Lakeside Hospital on July 18, 1938, and has received twenty-three injections of a 
bismuth compound and sixteen of mapharsen. 

On September 9 she complained of hyperpigmentation about the mouth of ten 
weeks’ duration and stated that she had had a similar condition four years previ- 
ously, which disappeared under antisyphilitic therapy. On October 21 there were 
areas of hyperpigmentation, scaling and cracking of the skin of the right hypo- 
thenar eminence. During the next two months slightly lichenified hyperpigmented 
plaques developed on the trunk and forearms and in the axillary, mammary and 
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evnitocrural folds. She stated that the lesions were decidedly worse when injec- 
tious of mapharsen were given. 

There are hyperpigmentation and slight lichenification in the axillary, genito- 
crural and mammary folds. On the trunk and on the upper extremities are many 
nummular hyperpigmented lichenified patches. The scalp shows some dry scaling 
with a few excoriations. About the mouth are areas of hyperpigmentation with 
slight scaling. The cervical nodes are enlarged, firm and not tender. The liver 
and spleen are not palpable. 

Serologic reactions for syphilis were repeatedly partially positive. The spinal 
fluid showed no abnormalities. A hemogram was normal. The cutaneous reaction 
to trichophytin, in a dilution of 1: 100, was negative. The cutaneous test with 
oidiomycin, in a dilution of 1: 100, elicited no immediate reaction but a positive 
reaction in twenty-four hours. 

Histologic examination of a nummular lesion on the trunk showed fairly regular 
acanthosis. There were spongiosis and patchy parakeratosis. In the upper layers 
<i the corium there was a moderate infiltrate of small and large mononuclear cells. 

The patient has failed to respond to compound ointment of benzoic acid N. F. 
(Whitfield’s ointment) or to coal tar and resorcinol ointment. Roentgen therapy 
to the hand did not produce much improvement. Since the lesions were exacer- 
bated during mapharsen therapy, she has been given a bismuth compound and 
sodium thiosulfate weekly for the past four weeks, without any improvement. 


DISCUSSION 

Dr. H. N. Cote: What is the level of ascorbic acid in the blood? 

Dr. H. H. Jounson: It was not determined. 

Dr. J. R. Driver: I think there are many features which suggest a fixed 
drug eruption. The patient has some lesions which are roughly oval and are sug- 
gestive of pityriasis rosea. One sees this configuration in arsenical eruptions and 
sometimes in eruptions due to bismuth. All antisyphilitic therapy should be stopped 
for a few months. 


A Case for Diagnosis (Gumma of the Orbit? Osteomyelitis of the Frontal 
Bone?). Presented by Dr. E. W. NetHertTonN and Dr. Grorce HASKEL 
CurrIs. 


R. N., a man aged 44, was in good health until the onset of his present illness. 
His marital history is irrelevant. The only important past illness consists of a 
penile lesion twenty-seven years ago. This disappeared without treatment. When 
first seen by us he had never received antisyphilitic therapy. 

In November 1938 a painless nodule appeared on the upper eyelid, near the 
inner portion of the eyebrow. The lesion gradually enlarged, and in December a 
radical operation was performed on the frontal sinus. After this he improved, but 
in January the left upper eyelid again became red and swollen. A second incision 
was made, and drains were inserted. The swelling increased, and the pain became 
worse. He then went to Ann Arbor, Mich., and was seen by Dr. Udo J. Wile, 
who concluded that the lesion was a massive gumma complicated by an incision. 

The patient is well developed and well nourished. Except for a hydrocele of 
the left side of the scrotum he shows no abnormal general physical or neurologic 
findings, 

There is a dull red, doughy granulomatous infiltration fixed to the bone and 
infiltrating the skin at the upper rim of the left orbit. The lesion is large enough 
to close the left eye. Beneath the eyebrow there is a sinus from which bloody 
purulent fluid can be expressed. There is a large, firm, smooth enlargement of 
the supraorbital ridge. 

A roentgenogram of the skull showed a rather large area of destruction in the 
frontal region, approximately 5 by 6 cm. in size. The lesion extended more to the 
left. The frontal sinuses could not be identified. There was a slight increase in 
density in the left ethmoid area. 
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The Wassermann reaction was strongly positive, and the Kahn reaction was 
1 plus. 

Treatment has consisted of five injections of neoarsphenamine and eight injec- 
tions of iodobismitol with saligenin. Iodides have been given by mouth. There 
was definite improvement until the past two weeks. Since then there has been no 
change. 

DISCUSSION 

Dr. H. N. Core: Another condition that must be considered is sarcoma. The 
blood of many persons gives a positive serologic reaction. It may be that this is 
more than a coincidence in this case. Patients with sarcoma show an apparent 
response to antisyphilitic therapy at first, which later disappears. I think a biopsy 
should be done. However, I don’t know from just what area one should take the 
tissue. 

Dr. E. W. Netuerton: I think Dr. Cole’s point well taken. We have dis- 
cussed this procedure. Specialists in diseases of the nose and of the throat have 
been following this case with us. We have decided that we should perform a 
biopsy, but we wish to see what antisyphilitic therapy will do, as the growth 
already has been incised. It was the feeling of some physicians who saw the 
patient at Ann Arbor that his difficulty was probably due to the fact that the 
lesion had been molested. We decided to carry out antisyphilitic treatment first. 
We have almost come to the conclusion that the condition is not syphilis. It did 
improve at first, but for the past few weeks it has remained practically at a stand- 
still. However, the patient thinks that the swelling has gone down. Roentgeno- 
grams show that there has been progressive destruction of the frontal bone. I 
believe that we must perform a biopsy, and we may find that the swelling is a 
tumor and the positive serologic reaction only a coincidence. 


Note.—On May 25 the presenters stated that they had continued antisyphilitic 
therapy. The patient had improved greatly. A sequestrum was being discharged, 
which they felt accounted for the prolonged ultimate healing. 


Dermatitis Herpetiformis. Presented by Dr. Frank McDonatp (from the 
Department of Dermatology and Syphilology, Lakeside Hospital). 


G. H., a butcher aged 64, about one year ago noticed for the first time a sudden 
outbreak of cutaneous lesions on the legs, arms and buttocks. It began as pea- 
sized blisters which were painful, burning and itchy. Since then there have been 
frequent exacerbations and remissions not affected by seasons or weather. There 
was no history of ingestion of drugs, no loss of weight and no fever. There was 
no history of allergy, no known acute nor chronic infections and no alcoholism. 

The skin in general tends to be dry. Bullae varying from the size of a pinhead 
to that of a pea are present on the forearms, especially at the elbows, or the dorsa 
of the thighs, the lower part of the abdomen and the buttocks. At present some 
of these appear hemorrhagic. The bullae are discrete, appear out of apparently 
normal skin and are definitely grouped. There is minimal residual pigmentation. 
The Nikolsky sign is negative. There have never been any lesions in the mouth. 

Serologic reactions for syphilis were negative. The value for plasma proteins 
was: albumin, 3.56; globulin, 2.8. The value for blood urea nitrogen was 12 mg. 
per hundred cubic centimeters. The ascorbic acid content of the blood on April 12 
was 0.14 mg. per hundred cubic centimeters. The patient was put on a scorbuto- 
genic diet and given 1,000 mg. of crystalline vitamin C daily. The value for blood 
ascorbic acid gradually rose to 1.13 mg. per hundred cubic centimeters at the end 
of six days. With this regimen the patient became increasingly more uncom- 
fortable, and new bullae appeared. Ascorbic acid therapy, therefore, was dis- 
continued, and he was given solution of potassium arsenite U. S. P. (Fowler's 
solution) by mouth. Three days after this solution was given he began to improve, 
At present he is fairly comfortable, and most of the lesions are dry. 
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DISCUSSION 


Dr. H. J. Parkuurst, Toledo, Ohio: This man did not mention having had 
lesions in the mouth, and I could find none, but it seems to me that possible 
dermatitis herpetiformis occurring in a butcher should be viewed with suspicion. 
It might turn out to be pemphigus. 

Dr. FRANK McDonatp: About a year ago I became interested in studying 
the level of ascorbic acid in the blood in various cutaneous diseases. About six 
months ago a man was in the hospital with dermatitis herpetiformis. The ascorbic 
acid level was definitely low, and he was placed on a diet high in vitamin C for 
about two weeks. Concomitantly pneumonia developed, and the dermatitis her- 
petiformis cleared up entirely. The coincidence was interesting. Two months 
later the value for ascorbic acid was still normal. He returned a few weeks after 
that during an exacerbation, and the level of ascorbic acid was again rather low, 
which seemed to indicate that in dermatitis herpetiformis this level is depressed. 
However, when he was saturated with ascorbic acid he became worse. 


Dermatitis Herpetiformis. Amebiasis. Presented by Dr. E. W. NeTHerTON 
and Dr. Georce HASKEL CuRTIS. 

E. V. B., a woman aged 33, has been under observation since Jan. 6, 1939. 
An eruption accompanied by intense itching has been consistently present on the 
buttocks since she was 11 years old, but from time to time the lesions have 
appeared in larger numbers on the trunk and extremities. Up to the last exacer- 
bation, in 1938, the lesions appeared as blisters that became pustular and ulcerated, 
then healed slowly, leaving scars. In November 1938 the character of the lesions 
changed; instead of the development of pustules, only slight blistering with oozing 
and crusting followed. This time they appeared on the trunk and extremities. The 
patient has had intermittent diarrhea since 1931, with pain in the lower quadrants 
of the abdomen. 

On the legs and buttocks there are a number of pea-sized to hazelnut-sized, 
edematous and somewhat grouped papules and nodules, dull red to brownish red, 
which are excoriated and crusted. Several similar lesions are present in the 
axillary folds and on the abdomen. An early vesicular erythematous pea-sized 
papule is seen on the right forearm. There is no pigmentation and little scarring. 

Amebas were found in the stools during the search for the cause of eosinophilia. 

The erythrocyte count was 3,420,000 and the leukocyte count 6,700 per cubic 
millimeter. The value for hemoglobin was 65 per cent. The stools showed vege- 
tating forms of Endamoeba histolytica. No organisms were found on examination 
and culture of material from the cutaneous lesions. 

Histologic examination of tissue removed from a lesion on the back showed 
in the central part of the section marked parakeratosis and acanthosis, with broad 
rete pegs and narrow, elongated papillae. The upper layers of the corium and the 
papillae showed perivascular edema and moderately heavy cellular infiltration in 
which plasma cells predominated, with lymphocytes and a moderate number of 
neutrophils and eosinophils. The capillaries were dilated, and there was moderate 
fixed tissue cell proliferation throughout, but especially in the papillae and in the 
upper layers of the corium around the vessels. There was no epidermal vesicula- 
tion or edema. The deep layers of the corium and the subcutaneous tissue appeared 
normal. No amebas were found in the sections. 

The amebiasis and anemia were treated, and the patient was given an animal 
protein-free diet and iron cacodylate. This regimen was followed by great improve- 
ment in the dermatosis. 

DISCUSSION 

Dr. H. J. ParKuurst, Toledo, Ohio: My first impression on seeing this patient 
was that of neurotic excoriations. I dismissed that when I learned of the eosino- 
philia. Yet the eruption does not impress me as dermatitis herpetiformis. The 
lesions are not particularly grouped. Pigmentation is lacking. The condition 
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impresses me as chronic urticaria, in many ways almost approaching prurigo 
nodularis. It may be due to sensitization of some focus of infection. I have 
observed a number of cases of chronic urticaria due to tonsillar infection or to 
infection of the gallbladder. 

Dr. H. N. Core: As Dr. Parkhurst has said, there is no pigmentation such as 
one would expect with old dermatitis herpetiformis, and the lesions are not grouped. 
The histologic appearance is of acanthosis and parakeratosis, which would agree 
with a diagnosis of prurigo nodularis. On the instep the patient has a typical 
lesion of prurigo nodularis. The rest of the lesions are not characteristic, but the 
history of intense itching would go well with that disease. 


Dr. E. W. NETHERTON: The discussion on this case is just about what we 
expected. I thought that the first diagnosis would be neurotic excoriations, and 
the next, prurigo nodularis. The history must be kept in mind. The eruption 
started at the age of 7 and has never completely disappeared, though at times it 
has improved. After each improvement there has been a flare-up and the lesions 
have become rather erythematous, with some plaquelike lesions on the back. It 
has been a multiform type of eruption, and the patient has had vesicles. Prurigo 
nodularis usually stays in one stage. This eruption does have one feature which 
makes one think of prurigo nodularis; that is, where we took the tissue for biopsy 
another lesion is developing. This nearly always happens in prurigo nodularis. 
I think there is a great deal against the diagnosis of dermatitis herpetiformis, but 
the large number of eosinophils and plasma cells in these sections might suggest it. 
I think it is one of the borderline cases about which one can’t be sure. 


A Case for Diagnosis. Presented by Dr. I. L. ScHonsere. 


G. W., a man aged 41, has had redness and dryness of the hands for the past 
three years. Several months after the palms were involved he noticed a similar 
condition on the soles. Later, changes in the nails were noted. The involved skin 
was tense and uncomfortable unless emolients were used constantly. 

The palms and soles are the sites of a dry, scaly erythematous eruption involv- 
ing also the flexor surfaces of the fingers. The skin is extremely dry. The nails 
are yellowish and have a tendency to curl up from the nail bed, under which there 
is an accumulation of yellowish debris and scales. There is evidence of a tinea 
infection between the toes. There is moderate scaling on the elbows and knees. 

Serologic tests for syphilis gave negative results. 

The patient has received various types of local therapy, including roentgen, 
therapy and application of various ointments Containing tar, resorcinol and salicylic 
acid. Internally he has received thyroid extract and calcium. When the condition 
first appeared on the hands it was thought that a leather bag which he carried 
was responsible. Elimination of this factor did not improve the dermatitis. 

Histologic examination of tissue removed from a palm showed the epidermis 
to be thickened in all its layers. As a result of acanthosis the interpapillary pegs 
had fused into a thick band of epidermal cells in which appeared, here and there, 
circular or oval cavities representing sections of the papillae. The basal layer was 
normal throughout. There was marked hypergranulosis, and the horny layer was 
much thicker than one would expect to find even on the palm. There was no trace 
of a stratum lucidum, which is usually present in the epidermis of the palm. 

Except for a slight degree of cellular infiltration with round cells and mono- 
cytes in the papillary and subpapillary layers of the corium, there was no change 
in the structure of this part of the skin. The blood vessels, however, in both 
the superficial and the deeper parts of the corium showed definite thickening of 
their walls and proliferation of their endothelial lining. A patholegic diagnosis 
of lichenification was made. * 

DISCUSSION 


Dr. Georce Hasket Curtis: I should like to offer in this case a diagnosis 
of psoriasis. The lesions on the knuckles are typical of psoriasis. On the nails, 
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with the aid of a glass, I am sure that I saw a definite pink border, which in 
all cases of psoriasis of the nails is fairly typical. 

Dr. H. J. Parkuurst, Toledo, Ohio: I am more in favor of a diagnosis of 
palmar and plantar keratoderma or possibly of hyperkeratosis due to dermato- 
phytesis. Against the diagnosis of psoriasis is the fact that there were no 
psoriatic manifestations elsewhere. The patches on the elbow did not impress 
me as psoriatic. They were not sharply outlined. 

Dr. I. L. Scnonperc: I saw this condition develop from its onset. There 
was slight redness of the palms at first. It looked like dermatitis from leather. 
The patient was using a leather handbag at this time. However, at no time 
were there any vesicles. There was a tinea infection between the toes, but I do 
rot believe it has any relation to this condition. 

Dr. E. W. NetHerton: This may be a remote possibility, but on account of 
the burning sensation I suggest a diagnosis of acredynia. I believe that if the 
patient were given large amounts of vitamin B he would he helped. 


Contact Dermatitis of the Eyelids Due to Rubber in an Eyelash Curler. 
Presented by Dr. Georce HAsKEL Curtis and Dr. E. W. NETHERTON. 


J. E. T., a woman aged 21, has a slight dermatitis of the eyelids that has 
been reproduced several times by an eyelash curler. Patch tests with the rubber 
and metals of the curler showed reproduction of the dermatitis by the rubber. 

Recently the patient wore a new pair of slippers with elastic bands acress the 
insteps, and a dermatitis appeared on her feet at the site of contact of these 
bands with the skin. 

This is one of 4 such cases that we have observed in the past year. 

The following results were obtained from patch tests on the patient’s back: 

1. Ordinary rubber band with “bloom,” mildly positive. 

2. Ordinary rubber band, well washed, mildly positive. 

3. Eyelash rubber band with “bloom,” positive. 

4. Eyelash rubber band, well washed, positive. 

5. Elastic band from slipper, mildly positive. 

6. Cloth from elastic band, negative. 

7. Rubber in elastic band, mildly positive. 


DISCUSSION 


Dr. H. N. Core: I think it is a keen diagnosis, and I wish to offer con- 
gratulations. 

Dr. C. L. Cummer: I should like to ask whether it would have been pessible 
to find out what factor in the rubber was responsible. 

Dr. GeorceE Hasket Curtis: We came to the decision to present this case 
because it is interesting, and we have found 2 other cases in the literature. We 
have had 4. All the patients gave a definite history of using this patent curler. 
It is made with a certain type of rubber band. It is a metal affair curved to fit 
the contour of the eye. It has a little indentation and acts like a pair of forceps. 
The metal part is placed against the eyelash, and the eyelash turns up. It must 
be brought close to the upper lid. Most women can’t use it on the lower lid. 
Ordinarily it works without the use of any additional preparation on the eye- 
lashes, but this young lady uses mascara in addition. A patch test with the 
mascara, however, gave a negative result. 

I do not know what part of the rubber causes the trouble. Schwarz (Schwarz, 
L., and Tulipan, L.: Skin Hazards in American Industry, Public Health Bulletin 
215, United States Treasury Department, Public Health Service, 1935), in an 
article on contact dermatitis in the rubber industry, stated that in most cases 
it is due to a sort of material squeezed out, which is called “bloom.” It comes 
cut in vulcanizing and curing of the rubber. I took the rubber band, cut it in . 
small pieces and made a patch test on the patient’s back. In addition I had 
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washed some more of the rubber thoroughly and had soaked it in 4 per cent 
sodium hydroxide, so that I could be sure that the “bloom” did not come jn 
contact with the skin. However, a test with this too gave a positive result. 
Other tests were controls. I put a piece of ordinary rubber band on her back 
and that gave a mild reaction. From my past experience with her, these patch 
tests will “come out” more strongly in the next few days. They are now only 
forty-eight hours old. The reacticn to the rubber band which I had washed was 
as strongly positive as was that to the one which had the “bloom.” The derma- 
titis on the patient’s foot is not present now. That did not occur until about 
a month later, at which time she bought a new pair of shoes with rubber 
elastic in them. I tested her with the cloth and with little pieces of the rubber. 
She gave a positive reaction to the cloth and rubber together. To the cloth 
alone she gave a negative reaction. To little pieces of rubber band she gave a 
positive reaction. I am inclined to think that the dermatitis is due to the rubber 
itself. 

Dr. H. A. Haynes, Jr.: I don’t believe that it is yet possible to say what 
is the irritating agent in most of the rubber compounds. Rubber itself is a simple 
compound on the order of starch, the exact formula of which is not yet known. 
The so-called accelerators are merely catalysts. With some patients one finds 
positive reactions to patch tests with the accelerators. We have all seen the 
dermatitis due to ordinary rubber gloves, latex and so forth, and I have had 
several cases of that. There is a company in Akron that has been much inter- 
ested in finding the cause, but up to the present I should say it is impossible 
to state the cause of the dermatitis. All of the ingredients may be tried indi- 
vidually and give no reaction to the patch test, while the finished gloves may 
give a positive reaction. In endeavoring to avoid “glove dermatitis” this company 
now has about twenty-four different rubber compounds, and they have found it 
necessary to have that number, some with artificial rubber. They furnish samples 
for patch tests and then furnish gloves when the results of the tests are negative. 

Dr. Lours Lioyp Praver, Columbus, Ohio: I have found. contact dermatitis 
due to rubber gloves to be due to improperly cured sulfur. Scaking over night 
in sodium hydroxide relieved this. 

Dr. E. W. NETHERTON: I know a surgeon who had dermatitis from rubber 
gloves. He was able to wear the gloves without difficulty after they were soaked 
in sodium hydroxide solution. In other, similar cases it did not work. 

In our first case of dermatitis of the eyelid we performed patch tests for a 
number of substances, for the patient used a good deal of make-up. We were 
about to give up when she mentioned this instrument. The curler has nickel on 
the upper margin and rubber on the lower. When we first made a patch test 
with the rubber the reaction was negative, but the patient returned later, and 
it was then positive. After the rubber was soaked the reaction was negative once 
more, but became positive after ninety hours. 


Granuloma Fungoides. Presented by Dr. E. W. Netnerton and Dr. Groce 

HASKEL CurrIS. 

N. J. G., a man aged 29, has lost considerable weight and is pale and mildly 
cachectic. 

Between the ages of 6 and 20 years he suffered from an itching remittent 
eruption about the neck and in the cubital fossae. 

About four years ago a nedule appeared in the left axilla, accompanied by a 
recurrence of the old eruption. The nodule was removed, and from it a diag- 
nosis of lymphosarcoma was made. Roentgen therapy was given, and shortly 
afterward the eruption rapidly spread over the face, trunk and thighs. One year 
ago a number of nodules appeared on the scalp. In January 1939 the patient 
began to have pain in the hips, with onset of gradual paraplegia. 

There is generalized scaling erythroderma involving the face, neck, trunk 
and extremities. There is an island of sharply defined normal skin on the 
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abdomen. On the scalp there are a number of flat, violaceous, doughy and 
sharply circumscribed elevations. Their surfaces are rough, and the follicular 
openings are enlarged. 

Physical examinaticn disclosed a greatly enlarged spleen and edema of the 
ankles and feet. The knee and ankle jerks were diminished. There was a ques- 
tionable Babinski sign on the left. There were ataxia, weakness of the legs and 
pain on pressure over the fourth and seventh thoracic vertebrae. 

There were 3,000,000 erythrocytes and 3,800 leukocytes per cubic millimeter 
of blood. The value for hemoglobin was 58 per cent. There were 68 per cent 
neutrophils, 8 per cent eosinophils, 9 per cent monocytes and 18 per cent lympho- 
cytes. A concentrated preparation of white blood cells showed immature myeloid 
cells. The urine was normal. Serologic tests for syphilis gave negative results. 
Spinal puncture showed blockage of the spinal canal, probably due to pressure 
of a tumor in the meninges. The spinal fluid showed a yellow color, a positive 
globulin test, and a value for total protein of 600 mg. per hundred cubic centi- 
meters. The colloidal gold curve and the Wassermann reaction failed to reveal 
syphilis. The value for blood sugar was 88 mg. and that for blood urea 42 mg. 
per hundred cubic centimeters, 

Histologic examination of a lesion from the abdomen showed the following 
picture. Epidermis: There were hyperkeratosis and, in one area, parakeratosis, 
with a moderate degree of acanthosis. There was some intercellular edema in 
the rete mucosum. Corium: There were edema and perivascular infiltration 
in the papillary and subpapillary regions. The deep portion of the corium was 
unaffected. The infiltration consisted mainly of small round cells; however, 
there were a few plasma cells, eosinophils, neutrophils and fibroblasts. 

Histologic examination cf a nodule from the forehead showed the following 
picture. Epidermis: There was a thin layer of hyperkeratosis. The epidermis 
was thinned, and many interpapillary pegs had been obliterated by the pressure 
of the changes in the corium. In places the epidermis had been invaded by small 
round cells, neutrophils and eosinophils. Corium: There was a diffuse and 
fairly dense polymorphous infiltrate in the corium, extending into the sub- 
cutaneous tissue. There were prominent proliferation of the fixed tissue cells, 
numerous eosinophils, plasma cells, small lymphocytes and a few neutrophils. 
There was a considerable amount of cellular debris throughout the infiltrated 
areas. High voltage roentgen therapy tc the mediastinum and the vertebrae 
has caused the enlarged mediastinal nodes to disappear and has produced improve- 
ment in the pain, weakness and paraplegia. 


DISCUSSION 

Dr. Hat Extson Freeman: I should like to bring up the possibility of 
Hodgkin's disease in view of the enlarged mediastinal nodes, the eosinophilia, 
the extreme pruritus and the long duration of the disease with varying respcense 
to therapy. Cutaneous lesions such as those on the left leg resemble mycosis 
fungoides. The yellowing dermatosis on the right side of the forehead and 
about the hair line I do not knew how to explain, but I have seen it before in 
cases of monocytic leukemia. I think Hodgkin's disease should be kept in mind. 

Dr. H. A. Haynes, Jr.: How young a patient has any one seen with mycosis 
fungoides ? 

Dr. Joun E. RauscuKots: I had the opportunity of seeing this patient 
when he was 16 or 17 years old; at which time he stated, as I recall, that he 
had always been bethered by dry and scaly skin. It resembled seborrheic eczema 
or a chronic eczematoid dermatitis, involving principally the folds of the neck. 
At that time it was seasonal. In winter it was worse, and it disappeared spon- 
taneously in summer. The patient had had no irradiation. I made a blood count, 
which was normal. That was some ten or twelve years age. I gave him some 
simple emollients and did not see him again until last fall, when he came in 
again with a large mass in the left axillary area. He told me he was going to 
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the Lakeside Hospital to have it excised. The surgeon made a diagnosis oj 
Hodgkin’s disease. The patient had the same scaly dermatitis plus the large 
tumor of the axilla. The spleen was palpable, and there was more or less 
generalized superficial adencpathy. From that time on I did not see him until 
today. The interesting thing to me is whether there is a relation between the 
dermatitis of ten or twelve years .ago and the condition he presents today. 

Dr. Frank McDonatp: Last fall this patient was in the surgical service 
at the Lakeside Hospital. I saw him, and he had much the same lesion that Dr. 
Rauschkolb described, that is, plaques of reddish, violaceous lesions on the chest, 
abdomen and back. After excision of the mass in the axilla the lymph node 
was reviewed with extreme care in the Pathologic Institute by Dr. Harry Gold- 
blatt, who felt that since there was a striking absence of mitoses and of deeply 
staining nuclei the malignancy of the growth was not certain. He therefore 
suggested a diagnosis of lymphoblastoma. 

Dr. I. L. Scnonserc: I had an opportunity of seeing a patient in whom at 
the age of 18 an exfoliative dermatitis developed. When I saw him years later he 
presented an exfoliative process with a few nodules on the chest. From a biopsy 
a diagnosis of mycosis fungoides was made. I have looked up the literature, and 
according to Herxheimer (in Jadassohn, J.: Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1931, vol. 8, pt. 1, p. 193) it is rare in youth. 
Ten per cent of the patients are under the age of 30; 17 per cent are between 30 
and 50, and 73 per cent are over 50. 

Dr. E. W. Netuerton: Dr. Russell Hayden studied the blood in this case, 
and he feels that the condition is probably either mycosis fungoides or Hodgkin's 
disease. However, he dces not commit himself to either diagnosis. He is certain 
it is not leukemia. He states that the few monocytes present may occur in any 
patient who is acutely ill. At present I believe it is mycosis fungoides. Another 
interesting point is that this man came for treatment primarily because of the 
onset of paraplegia. This has improved with roentgen therapy. 


BRONX DERMATOLOGICAL SOCIETY 
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A Case for Diagnosis (Sarcoid of Boeck and of Darier and Roussy?). 
Presented by Dr. G. D. ASTRACHAN. 

W. D., a Negress aged 30, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, with an eruption of two years’ dura- 
tion. She has received adequate treatment for syphilis. The Wassermann reaction 
was persistently 4 plus. 

On the forehead, cheeks and chin there are several well defined, elevated, 
indurated, light brown waxy lesions varying in size from that of a pea to that of 
a 5 cent piece. On the upper and lower extrentities are scattered many deep-seated 
nodular and somewhat elevated livid brown lesions the size of a pea or a bean. 

The tuberculin test elicited a negative reaction to dilutions of 1: 1,000,000 and 
1: 10,000 and a positive reaction to a dilution of 1: 1,000. 

A patch test with old tuberculin gave negative results. The Wassermann reac- 
tion and the Kahn reaction were 4 plus. The smear failed to reveal acid-fast bacilli. 
A roentgenogram of the chest showed a tumefaction in the superior mediastinum. 

Histologic examination showed masses of cellular infiltrate extending from the 
upper layers of the cutis down into the fat. They consisted mainly of epithelioid 
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cclis with a few small round cells at the periphery. The cellular masses were 
-harply outlined; the connective tissue between them was dense. The epidermis 
vas slightly acanthotic and the basal layer heavily pigmented. 

The sections were examined by Dr. David L. Satenstein. The histologic diag- 
nesis was Boeck’s sarcoid. 


DISCUSSION 


Dr. Davin L. SATENSTEIN: I never saw a patient with Boeck’s sarcoid who 
also had Darier-Roussy sarcoid. It is known that Darier-Roussy sarcoid is an 
extremely rare condition, and this combination must be still rarer. 

There is not much difference between the pathologic pictures of the two con- 
ditions except that one is in the cutis and the other in the subcutis. It is true that 
Boeck’s sarcoid may extend down into the deep layers of the cutis, but Darier- 
Roussy sarcoid never extends upward. That is one of the main pcints of 
differentiation. 

Dr. FRANK E. Cross: Was the biopsy specimen taken from a superficial or a 
deep lesion? 

Dr. Wiceert Sacus: In 1933 at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital I saw a Negro with a generalized 
eruption who presented not only the superficial type of sarcoid but the Darier- 
Roussy type. I think the histologic slides in that case are still available. 

Dr. G. D. AstRACHAN: In answer to Dr. Cross’s question, the biopsy specimen 
was taken from a superficial lesion. 

This patient was presented for several reasons, but especially because the con- 
dition failed to respond to arsenic. Sarccids respond fairly well to arsenical 
therapy. This patient, however, was treated with a bismuth compound and arsphen- 
amine, without evident improvement. An interesting feature is the tumefaction in 
the superior mediastinum. Dr. Meyer, of the roentgenologic department, reports 
that he is unable to diagnose this tumefaction definitely but that he does not believe 
it is part of the sarcoid process. 


Superficial Epitheliomas (Basal Cell). Presented by Dr. FRanxK E. Cross. 


A. L., a woman aged 54, presents lesions on the forehead, back, anterior 
abdominal wall and groin of five years’ duration, There are several sharply defined 
circinate erythematous scaly lesions about 1 cm. in diameter with elevated, narrow 
pearly berders. The lesions on the forehead are the size of a pea, coffee colored, 
waxy and of about six months’ duration. 

Histologic examination on March 17, 1937, showed basal cell epithelioma. 


DISCUSSION 


Dr. Davin Boom: On the palms and particularly on the soles of this patient I 
have noticed keratotic papules which remind me of arsenical keratoses. I therefore 
suggest that arsenic be investigated as a possible cause of the epitheliomatous 
lesions. 

Dr. Davip L. SATENSTEIN: I wish to support the suggestion of Dr. Bloom. 
Lesions of this type, usually designated as the multifocal or multicentric type of 
basal cell epithelioma, are frequently reported as due to intake of arsenic. 

I had the opportunity to study such cases, and it seems that the epithcliomas 
produced are always of the basal cell type, even on the palms. I know that some 
do not believe that basal cell epithelicmas develop on the palms or on the mucous 
membranes. I have in my possession histologic slides that demonstrate occurrence 
of the growth in both sites. Basal cell epithelioma can also develop in the internal 
organs, such as the stomach and intestines; in fact, it can develop anywhere in the 
bedy. All specimens that I have seen in this type of case were of the basal cell 
variety. 
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Dr. VAN AtstyNe H. Cornett: If the remarks of the last two speakers are 
true, they are of great importance, because it has been taught that epithelioma 
developing from long-continued use of arsenic is of the squamous cell type in 
approximately 90 per cent of cases. 

Dr. Louis CuHarcin: It is usually stated that epitheliomas observed on the 
palms from the prolonged use of inorganic arsenic are of the squamous cell variety. 
In this patient the lesions on the body and also those on the palms are of the basal 
cell type, a rare occurrence. In my opinion this type of epithelioma is not due to 
arsenic. I have seen a number of patients who had this disease for many years 
and in whose cases arsenic could be definitely ruled out. 

Dr. Davip L. SATENSTEIN: Lesions that resemble senile keratoses or the 
so-called acanthotic lesions following irradiation are more apt to develop into 
prickle cell epithelioma, while the flat lesions usually are of the basal cell variety. 
As a matter of fact, it is difficult te differentiate microscopically between senile 
acanthosis, hyperkeratotic lesions following irradiation and lesions following inges- 
tion of arsenic. They all look alike. 

Dr. Paut Gross: This is undoubtedly a case of epitheliomatcsis characterized 
by a histologic picture of multicentric basal cell epithelioma. Considering the fact 
that some dermatologists suggest a nevoid origin, the findings of Ayers and Ander- 
son, showing frequent associaticn of this epithelioma with retention of arsenic, are 
of great importance. I was able to substantiate these findings in several cases, 
showing the combination of multiple epithelioma (Graham Little type) with 
arsenical warts on the palms and soles. Of course, the mechanism is quite different 
from that which leads to the development cf arsenical cancers. In the latter instance 
one is dealing with squamous cell carcinoma resulting from arsenical keratoses, 
while in the former one sees the basal cell epitheiioma from the very beginning 
of the primary lesion, which is a small waxy nodule. This is also found en the 
patient presented tonight. 

Dr. Frank E, Cross: The case is of interest because the patient shows lesions 
in the various stages of the disease—early lesions of a few months’ duration and 
late lesions of more than five years’ duration. The radiodermatitis on the abdomen 
is coincidental. Twenty years ago the patient was exposed to roentgen rays for 
disease of the kidneys. She has never taken any arsenic by mouth. 


Schamberg’s Disease. Presented by Dr. Max B. Kampr. 


H. A., a man aged 40, presents an eruption which began about six years ago on 
the anterior surface of the left ankle. Soon afterward, lesions appeared on the right 
ankle and spread to the lower half of each leg. At present there are irregularly 
shaped smooth pale yellowish brown nonelevated patches. At the upper border 
of the eruption on the left leg there appears a small patch which seems to be 
made up of reddish spcts the size of a pinhead. This is a new lesion. Subjectively 
there are no symptoms except general weakness. 

The blood count showed 98 per cent hemoglobin. There were 7,640,000 red 
cells and 8,600 white cells per cubic millimeter, with a differential count of 48 per 
cent polymorphonuclears, 45 per cent lymphocytes, 3 per cent staff forms, 2 per 
cent eosinophils, 1 per cent basophils and 1 per cent monocytes. The platelet count 
was 230,000. The bleeding time was fifteen minutes and the clotting time seven 
minutes. Permission for a biopsy was refused. 


DISCUSSION 


Dr. Frank E. Cross: Schamberg’s disease is rare. I observed with Dr. Scham- 
berg 2 patients whom he regarded as having typical forms of the disease. I know 
that typical examples are seldom presented. I must admit, however, that the 
condition in this case resembles more closely the typical Schamberg disease than 
most examples I have seen. The name given the disease by Dr. Schamberg 
practically describes it. It is an idiopathic chronic progressive pigmented derma- 


SOCIETY TRANSACTIONS 853 


tosis without subjective symptoms. Usually there is no history of a preceding 
dermatitis. This patient has had this condition for over seven years, it has been 
slow in progress and there are no subjective symptoms, all points which favor the 
diagnosis as presented. 

Dr. Davip L. SATENSTEIN: One sees in the patient a postinflammatory pig- 
mentation. There is no evidence of Schamberg’s disease, which is an inflammatory 
disease of the blood vessels. 

Dr. SamMuEL M. Peck: In the last few years I have studied perhaps a dozen 
cases, many of which would be considered classic examples of Schamberg’s disease. 
The manifestations of Schamberg’s disease are progressive in most instances; that 
is, they start around the ankles and gradually spread upward. There is usually 
involvement of the lower extremities alone, yet one must remember that cases have 
occurred in which even the arms were involved. If the lesions have been present 
for any length of time, involution of early lesions should be perceptible. It is 
diagnostic to see, even in the same crescentic lesion, that one part is in the process 
of involution, showing dark brown stains of old blood pigment, while in the younger, 
or advancing part, typical cayenne pepper spots are present. In the patient shown, 
active elements are not seen. The oniy resemblance to Schamberg’s disease is in 
the localization of the eruption. 

Dr. Leo SpreceL: I doubt whether this condition would be called Schamberg’s 
disease if the pigmented lesions were located elsewhere than on the lower parts 
of the legs. The tendency is to call a pigmentary disturbance on the lower 
extremities Majocchi’s or Schamberg’s disease, but the diagnosis is not always 
substantiated. 

Dr. Max B. KamprF: To my mind the history, the progress of the disease, 
the absence of subjective symptoms and the clinical appearance fit in well with 
Schamberg’s disease, a progressive pigmentary dermatosis. All that Schamberg 
stressed, as far as I can see, was the pigmentation, which is the end result of the 
cayenne pepper spots, and the telangiectasia. On the upper part of the right leg 
there is a new spot that appeared about three days ago. It is made up of red 
puncta and is definitely characteristic of this disease. 


Effect of Treatment with Sulfapyridine on Acrodermatitis Continua 
(Hallopeau). Presented by Dr. Marion B. SULZBERGER. 


Y. S., a woman aged 29, was presented at two previous meetings of this society 
(ArcH. Dermat. & SypuH. 36:443 [Aug.] 1937). At the meeting on Nov. 30, 
1936, the diagnosis of acrodermatitis continua (Hallopeau) was accepted. The 
response of this patient to the first course of sulfapyridine (47 Gm.) was demon- 
strated before this Society on March 23, 1939. On March 24 sulfapyridine was 
discontinued because of nausea, vomiting and severe vertigo. On March 27 a 
recurrence of lesions at the nail borders of the right great and third toes was noted. 
On March 30 sulfapyridine was again given (total amount in the second course, 
40 Gm.). On April 1 there was definite evidence of regression of the lesions. On 
April 12 the lesions had healed. Because of the drop in the red blood cell count 
and in the value for hemoglobin the drug was discontinued on April 15. On April 
18 recurrences on the lateral and plantar surfaces of the right great toe and at 
the nail borders of the fourth finger of the left hand were noted. On April 19 an 
eruption of discrete follicular pustules was noted on the nape of the neck. The 
lesions of the neck became confluent, and those on the left hand and the right foot 
became more extensive and more acutely inflamed. On April 21 the use of 
sulfapyridine was again started, and to date 33 Gm. has been given during this 
third course. Improvement has been noticed since April 23. The total amount of 
sulfapyridine given is 120 Gm. The patient is presented to illustrate the beneficial 
effects of sulfapyridine in this case, the temporary nature of these effects and the 
prompt recurrence of the disease when the drug is discontinued. The concentration 
of the drug in the patient’s blood on April 27 was 6.6 mg. per hundred cubic 
centimeters, 


& 
= 
“da 
:; 
— 
| 


854 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Moniliasis and Moniliids Treated with Sulfapyridine. Presented by Ly. 
Marion B. SULZBERGER. 


D. W., a woman aged 33, a clothing factory employee, has had “skin trouble” 
for three years. The condition was first noted near the umbilicus, and in a few 
weeks it had progressed to involve the entire body. The patient received topical 
medication and roentgen therapy at Grassland Hospital and was discharged 
improved. The erupticn recurred soon after she returned home. She was then 
treated at the Mount Sinai Hospital, where she received twelve hyperthermia 
treatments and bland ointment therapy. She failed to improve under this regimen 
and was transferred to the Montefiore Hospital for Chronic Diseases. 

The patient was at the hospital from Jan. 10 to April 20, 1938, and was treated 
with mild local therapy, intramuscular injections of liver extract and a diet rich 
in proteins and vitamins but poor in fat and carbohydrates. She was discharged 
improved. The diagnosis at that time was chronic seborrheic dermatitis, scars 
following lupus erythematosus, endocrine dyscrasia and mental debility. Because 
of a recurrence of the lesions she returned to the Montefiore Hospital on April 
14, 1939. Examination revealed her to be decidedly cbese, with mental debility 
and lethargy. Alopecia of the scalp was present, confined to the temporal and 
occipital regions. Seborrheic scaling and crusts were seen in the temporal regions. 
The seborrheic process involves the temples, ears, forehead, nasolabial folds, 
axillas, inframammary folds, umbilicus, gluteal areas, perianal and inguinal regions 
and interdigital areas of the left foot. The skin of the nose is atrophic and 
transparent, with ash gray areas traversed by dilated blood vessels. Blepharitis 
marginalis is much more pronounced cn the left side. The process has destroyed 
many of the eyelashes and has eroded 0.5 cm. of the left lower lid. Acute con- 
junctivitis is present on the left side. There is bilateral axillary and inguinal 
lymphadenopathy. There is some decrease in axillary and pubic hair. 

Roentgen examination of the chest, skull and spine gave negative results. 
Cultures made during the first stay at the Montefiore Hospital revealed Monilia 
albicans in the groin. Cultures made after the present admission are as yet unre- 
ported. The patient had no local treatment. She received 25 Gm. of sulfapyridine 
from April 20 to 29. Substantial improvement resulted. The drug had to be 
discontinued on April 29 because of beginning leukopenia. Since then the improve- 
ment has come to a standstill, and some areas show signs of renewed activity. 


DISCUSSION 


Dr. Louis CHarcin: I think the remarkable result cbtained with sulfapyridine 
and the fact that the condition became stationary when the drug was discontinued 
indicate that perhaps this is a method of curing this rather difficult dermatosis. 
As far as I know, up to now there has been no effective remedy. 

Dr. I. Borvrnick (by invitation): Improvement was noted about forty-eight 
to seventy-two hours after treatment with sulfapyridine was initiated. On the 
fifth day leukopenia was noted. 

Dr. SAMUEL M. Peck: This case has been of great interest to me because 
I have just treated a patient with sulfapyridine. This patient had almost con- 
tinuous treatment for eight months with all other known forms of therapy, to 
which there was no response. The patient had recurrent superficial cral ulcera- 
tions of unknown cause. Sulfapyridine had to be discontinued on three occasions 
because of the depression of both the red and the white blood cell count, especially 
the latter. It has been noticed in a number of instances that while patients suffer- 
ing from an infectious disease were he!ped by sulfapyridine, they were not cured, 
since when the drug was discontinued there was a gradual and definite recurrence 
of the lesions. It is important that the minimum maintenance dose be worked 
out so that prolonged use of this remedy for chronic infections can be established. 
Once a satisfactory result has been obtained, perhaps a small amount of the drug 
would suffice which will not have an effect on the blood picture but will keep the 
patient free from symptoms. Depression of the cellular elements of the blood 
seems to be a direct toxic reaction rather than a result of sensitivity, so that 
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actually the dose given should play a role in bringing about such a blood picture. 
If one ccntinues to depress the cellular elements in the blood stream, true aplastic 
anemia may eventually result. 

Dr. ArtHUR SAYER: This is an excellent result, and Dr. Sulzberger should 
be complimented. I wish to recall a case presented about seven years ago (ARCH. 
Dermat. & SypH. 25:599-614 [April] 1932), of a boy who suffered from monili- 
asis for several years. Although he improved with a dietary regimen under the 
care of Dr. Gardner Hopkins he subsequently suffered a recurrence, came under 
my care and similarly improved with application of bland ‘ointments. One must 
therefore be cautious in properly evaluating the effects of a new drug. 

Dr. Marton B. Sutzpercer: As is known, these conditions generally resist 
all forms of treatment, and some Iccal improvement or periods of remission are 
usually all one can hope to attain. Since therapy with sulfapyridine was begun, 
about four weeks ago, there has been about 90 per cent improvement in all the 
lesions; no other therapy was given. Three questions present themselves. First, 
is the improvement observed actually due to administraticn of sulfapyridine? 
That seems probable. Second, will other, similar eruptions respond in the same 
manner? Third, how long will the benefit from the drug continue in this par- 
ticular case, and will a “cure” result? These last two questions cannot be 
answered now. It is of interest, however, that in scme dermatoses treated with 
sulfapyridine the lesions disappeared while the drug was being administered but 
recurred promptly as soon as its use was discontinued. The case of Hallopeau’s 
acrodermatitis continua demonstrated strikingly the fact that the pustular lesions 
melt away when sulfapyridine is given and rapidly shoot up again as soon as its 
administration is stopped. Perhaps massive doses or intravenous injections of 
sulfapyridine would bring about a permanent cure in such cases. 


A Case for Diagnosis (Erythema Multiforme Toxicum Due to Injections 
of Tuberculin?). Presented by Dr. RosTENBERG. 


A nurse aged 31, born in the United States, states that about a year ago there 
developed a troublesome condition of her eye. Examination of the right eye by 
Dr. Sidney Weil showed low grade uveitis. Clinically it appeared to be tubercu- 
lous, with deposits resembling muttcn fat on the posterior surface of the cornea 
and floating opacities in the aqueous humor. Although the Mantoux reaction 
was repeatedly negative, tuberculin therapy had been given (Mulford’s tuberculin 
Ruckstand). The highest dose given last November was 1 mg. The dose given 
recently was 0.1 mg. twice weekly. An ointment containing 1 per cent atropine 
was used daily. The patient has been taking vitamin B and brewers’ yeast. About 
six months ago she was given 40 grains (2.59 Gm.) of sulfanilamide daily for 
five days. She has been exposed for ten weeks to much sunlight in Florida 
followed by exposures to ultraviolet radiation at home. 

The eruption appeared about three weeks ago. It is profuse and involves the 
upper part of the chest, the neck, the forehead and the extensor surfaces of the 
arms. It consists of pale reddish papules and nodules, partly discrete, partly 
confluent and grouped. The papules vary in size from that of a pinhead to that 
of a large pea. The older lesions have grayish white tops; many lesions seem 
to be depressed in the center. The patient complains of moderate itching and 
also of pains in various joints. 

Routine laboratory examination gave negative results. The sedimentation 
rate was 28 mm., 60 mm. and 115 mm, in one, two and twenty-four hours respec- 
tively. 

DISCUSSION 

Dr. CHARLES LERNER: I agree with the diagnosis of erythema multiforme 
toxicum, but I do not think the tuberculin is the cause of it. In my cpinion it 
is probably due to midol. Shortly prior to the onset of the eruption the patient 
admitted that she had taken this drug, which is probably a coal tar derivative. 
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Dr. THEODORE RosENTHAL: Midol formerly contained aminopyrine. I visited 
the factory last year and was told by the manufacturers that midol today js 
composed of acetylsalicylic acid with cinnamon flavoring. 

Dr. CuHarLtes WoiF: There is no definite evidence to favor attributing this 
eruption to tuberculin. Furthermore, tuberculin has been in use for many years 
without any one’s seeing a similar eruption following its administration. On the 
other hand, one sees such eruptions from coal tar products, which it is known 
that the patient has taken. 

Dr. SAMUEL M. Peck: While it is not unusual for coal tar derivatives to 
produce a similar eruption, it is unusual for a condition so produced to persist 
for such a long time. The patient does not show a fixed eruption. Classic tuber- 
culids have been demonstrated which could not be differentiated. from erythema 
multiforme of the iris type. A point to be remembered in the use of tuberculin 
or even trichophytin as a diagnostic agent is that when there is an “id” of a 
bizarre type the injection of the tuberculin or trichophytin in that particular person 
will often simulate the original erupticn. It must be remembered that this is true 
especially while new lesions are appearing. An important differential procedure 
in this case would be the intramuscular injection of tuberculin in sufficient quantity 
to cause a flare-up of the lesions. 

Dr. Paut Gross: This case is interesting for two reasons. The patient has 
iritis with negative tuberculin reactions, suggestive of a forme fruste of uveo- 
parotitis. A search for other evidence of sarcoidosis should be made. The eruption 
is erythema multiforme, and its distribution suggests photosensitivity produced by 
sulfanilamide, which would explain the appearance of erythema multiforme six 
months after administration of the drug. It is my opinion that the eruption is 
not a tuberculid or a reaction due to tuberculin. It is more probably the result 
of photosensitivity and should be further investigated. 

Dr. ApotpH RostENBERG: I think the remarks of Dr. Gross are pertinent, 
because there is a history of prolonged exposure to sunlight in Florida prior to 
the appearance of the eruption, preceded by administration of sulfapyridine for 
iritis. The patient also received tuberculin for a prolonged period, which tends 
further to complicate the picture. It is still a question whether the erythema 
multiforme was due to sulfanilamide acting as a sensitizer or to tuberculin. It 
certainly was not due to midol. 


Mycosis Fungoides. Presented by Dr. Cuartes Pines and Dr. Leo Sprecet. 


I. D., a tailor aged 58, was seen at the clinic of the Bellevue Hospital on 
April 5, 1939, complaining cf an itchy and burning eruption. He stated that it 
first appeared three years ago, in the form of superficial patches located on the 
lower extremities. These spread in the course of months to other parts of the 
body. The family and the past history were essentially irrelevant. Physical 
examination revealed generalized arteriosclerosis. Rcentgenograms of the chest 
showed productive and fibroid infiltration involving the apex of the right lung 
and diffuse interstitial changes throughout the lower two thirds of the right lung. 

The eruption is generalized and roughly symmetric. It is most pronounced 
on the extremities. It consists of nodules and of well defined, thickened and 
infiltrated plaques of various sizes and shapes. Some of the lesions are discrete, 
violaceous or yellowish brown, with a tendency to coalesce. Some of the nodules 
present an erythematous base covered in part with a dirty brown scale. 

The Wassermann reaction was negative. Examination of the blood gave essen- 
tially negative results. Nasal smears were negative for lepra bacilli. 

Histologic examination in December 1938 showed moderate hyperplasia cf 
the malpighian layer of the epidermis. The entire derma was diffusely infiltrated 
with many histiocytes, polymorphonuclear leukocytes and lymphocytes plus an 
occasional giant cell and eosinophil. The changes were nonspecific and did not 
permit a definite diagnosis. 
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The patient is under treatment with roentgen rays and has received nineteen 
exposures. There has been slight improvement. 


DISCUSSION 


Dr. CHARLES WOLF: It is interesting to see in this same patient two varieties 
of the prefungoid stage, the psoriasiform and the lichenoid lesions. There is 
absence of regional adenopathy. It seems to me that the roentgen therapy was 
inadequate, although I do not know the exact amount given. The patient must 
have been given small doses, and the result has been unsatisfactory. 

Dr. Davin L. Satenstern: Does Dr. Wolf imply that mycosis fungoides 
in every case responds to roentgen treatment? 

Dr. Max B. Kamer: What is considered an adequate dose in the treatment 
of mycosis fungoides with roentgen rays? 

Dr. CHARLES WoLF: The experience of most physicians is that the roentgen 
rays are practically a specific for mycosis fungoides as far as the lesions are con- 
cerned. They do not produce a permanent cure, but the response is striking if 
the treatment is given in adequate doses. With regard to dosage, there are two 
schools, those who believe in small deses and others who believe in larger doses. 
I adhere to the latter opinion. I have obtained striking responses with 500 r per 
area, treating two or three areas at one sitting and using filtrations of from 1 
to 3 mm. of aluminum. 

Dr. Davin L. SATENSTEIN: It is a well known fact that the lesicns of mycosis 
fungoides when they become well established do not respond to radiation; they 
become radioresistant, and one has to increase the intensity of exposures. The 
only time there is response is when the lesions are evolving cr undergoing involu- 
tion. Remer used to teach that if there is no change or play of color in the lesions 
one should not expect much response to irradiation, nc matter how great the dose. 

Dr. Louis CHARGIN: With respect to roentgen therapy for mycosis fungoides, 
the object of that therapy is not to cure the disease—no cure is known—it is 
merely symptomatic. I do not think it is necessary to give huge doses to cause 
a disappearance of the itching and the lesions. It should be pointed out that 
sooner or later the lesions fail to respond to roentgenization, i.e., they become 
radioresistant. If one centinues to give large doses, depression of the bone marrow 
may be produced, hastening the eventual unfavorable outcome. 

Dr. CuHarces Pines: I thought that the histologic examination would corrob- 
orate the clinical diagnosis. Dr. Satenstein, however, who examined the slides, 
states that the findings are not characteristic of the condition but not inconsistent 
with the lesions that one observes at this stage of the disease. 


Poikiloderma (Civatte). Presented by Dr. Max Berkovsky. 


S. B., a man aged 35, a worker in a cafeteria, has an eruption of two years’ 
duration. There is no history of undue exposure to the sun or of preceding 
sunburn. The eruption is situated on the forehead, nose, ears and sides and back 
of the neck. It is reticulated and is characterized mainly by telangiectasia and 
whitish areas suggesting superficial atrophy. At first glance the eruption resembles 
radiodermatitis. There is complete absence of the eruption behind the ears and 
a sharp line of demarcation about % inch (1.2 cm.) in front of the ears. The 
tourniquet test gave a negative result, as did the venom test. 

Histologic examination by Dr. Samuel M. Peck showed areas of rather atrophic 
epidermis with some hyperkeratosis. In the middle layers of the cutis, noticeable 
mostly below the atrophic epidermal layers, there were dilated vessels surrounded 
by round cells. In other places only dilated vessels were seen. The collagen 
bundles showed degeneration. The findings were a combination of inflammatory 
and degenerative stages and fitted in well with the pathologic picture of Civatte’s 
poikiloderma. 
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DISCUSSION 


Dr. Davin L. SatensteEIN: I think that the diagnosis can be accepted without 
question, I should like to suggest what I believe to be an effective measure. 
I refer to vacuum cup therapy, which proved successful in the cases of 2 women 
under my care. By this sucticn method one destroys the blood vessels and thereby 
clears the lesions without difficulty. : 

Dr. THEODORE ROSENTHAL: I should like to make another suggestion as to’ 
therapy, namely, multiple scarification. It should be done in one area at a time 
in the same manner as for rosacea. 

Dr. Maurice UmMansky: This patient presents telangiectasia only on the 
exposed parts of the face and head. On close examination one detects that the 
apparent diffuse redness of the cheeks is due to the presence of tiny, densely set 
telangiectases. They terminate sharply at the hairy margin of the forehead. The 
areas covered by the auricles are spared. This fact together with the absence of 
pigmentation and atrophy of the skin makes one think of an external influence 
as the cause of the telangiectasia. Exposure to sun, wind or heat is the most 
likely cause. In the Alpine countries one frequently encounters persons with red 
cheeks, 

Dr. Wivpert Sacus: Can Dr. Satenstein state whether atrophy is present 
microscopically in Civatte’s poikiloderma? I could not see any atrophy clinically. 

Dr. Davin L. SATENSTEIN: Atrophy is not observed in Civatte’s poikilederma, 
but it is present in other types of poikiloderma. 

Dr. Henry Sitver: I think that the points raised by Dr. Umansky are well 
taken. Conditions in which the elements, such as sun and wind, play a part are 
known as seamen’s or farmers’ skin. This patient presents clinically a similar 
picture. However, on being questioned he stressed the fact that he works regu- 
larly indocrs and is seldom exposed to the sun. There seems to be little doubt 
that he presents practically a textbook picture of poikiloderma of Civatte. Another 
point of interest is the relation of this disease to Riehl’s melanosis, if any. 

Dr. SAMUEL M. Peck: Sun and wind are not essential for the development 
of a picture such as is seen in this patient. Often ccoks, who are exposed only 
to heat and rarely to the sun for any length of time, show such a condition. 

Dr. Paut Gross: Apparently one must differentiate two types of poikilo- 
derma of Civatte, one which represents melanodermatitis and the other predomi- 
nantly telangiectatic, like that in the case presented, which may well deserve the 
descriptive name of poikiloderma. 

Dr. Max Berkovsky: In my opinion this is a typical case of poikiloderma 
of Civatte. I shall follow Dr. Satenstein’s suggestion as to therapy. 


Discoid Lupus Erythematosus Treated with Germanin (Two Patients). 
Presented by Dr. Samuet M. Peck and Dr. Herpert RosenFetp (by invi- 
tation). 

The first patient, B. B., a woman aged 27, has suffered since 1932 from typical 
discoid lupus erythematosus on both cheeks, the forehead and the neck. In 1933 
and 1934 she received thirty injecticns of gold sodium thiosulfate, with little 
improvement. In 1934 the condition became greatly aggravated after exposure 
to sunlight with appearance of lesions on the buccal mucosa. In January 1935 
injections of a bismuth compound were given. These were discontinued because 
of spread of the lesions. Until 1937 no treatment was given. Since then she 
has received alternate injections of a bismuth compound and of gold sodium 
thiosulfate, with little improvement. In February 1939 there were lesions on 
the cheeks, the sides of the nose and the neck, but there was little scarring. At 
that time treatment with germanin was instituted. The injections were given 
once a week for eleven weeks beginning with 0.5 Gm. and increasing to 0.75 Gm. 
There has been substantial improvement. 
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The second patient, S. W., a man aged 45, has discoid lupus erythematosus. 
Treatinent with germanin was begun in February 1939. Ten injections have 
been given, beginning with 0.25 Gm. and increasing to a maximum of 0.8 Gm. 
at weekly intervals. There is moderate improvement. 


DISCUSSION 


Dr. Davin L, SATENSTEIN: While I am not opposed tc the newer methods 
of therapy for lupus erythematosus, I should like to stress that there is a certain 
amount of danger associated with some drugs. It can now be stated that the 
medicinal agents employed in treatment of lupus erythematosus do not give the 
expected results; recurrences are frequent, and cccasionally serious consequences 
ensue. The older, milder methods, such as application of trichloracetic acid, seem 
to do just as well. 

Dr. SAMUEL M. Peck: An important point which Dr. Satenstein seems to 
have missed is that lupus erythematosus is not a local disease but only a local 
manifestation of a generalized vascular conditicn. One of the important factors, 
as in this case, is the question of sensitivity to certain of the actinic rays. When 
one injects a bismuth or a gold compound one is treating not the local manifesta- 
tion alone but the patient as a whole. It is fer this reason that the results of 
treatment with solid carbon dioxide or any other local agent are only temporary. 
The therapy is obsolete, because the disease was not well understood when this 


treatment was suggested. 

Dr. ADOLPH ROSTENBERG: There is another side to the questicn, the cosmetic 
end result. Formerly, before the introduction of gold therapy, solid carbon dioxide 
was used with good results, but often ugly scars resulted. It is necessary today, 
especially with women, to try to get the best cosmetic result. With gold com- 
pounds excellent cosmetic results are obtained, and that is one important reason 
for using them instead of destructive measures. 

Dr. ARTHUR SAYER: Many physicians in the United States used germanin in 
the treatment of pemphigus after favorable reports were published in the German 
literature. My experience was that -patients with pemphigus reacted pcorly to 
germanin, and at times the disease was actually aggravated by the drug. In view 
of these experiences I should be afraid to use germanin. for lupus erythematosus, 
in spite of the favorable results obtained by Dr. Peck. 

Dr. Marton B. Sutzpercer: I believe that Dr. Fred Wise and I were among 
the ealiest users of germanin (Bayer 205) in a series of cases of pemphigus in the 
United States. I have had experience with this drug both in Europe and in 
America, and I know that it is a powerful medicament and must be used with dis- 
cretion. However, I believe that some observers give germanin a worse reputation 
than it deserves. This may be due to the fact that they have used the drug only for 
pemphigus and then often have waited until the patient was in the terminal stages 
before administering it. Under such conditions one cannot fail to gain an erroneous 
impression. I believe that the results in the large series of cases of trypano- 
somiasis are more indicative cf the relative toxicity of the drug than are the few 
bad results in the small series of cases of patients already dying of pemphigus. 
Moreover, my experience with the drug when it is given in the early stages of 
pemphigus or in dermatitis herpetiformis has not been bad. One must, of course, 
not give germanin carelessly but must observe the indications and contraindica- 
tions and know the method, the dosage and the untoward sequelae which may 
be expected and must be obviated. 

If I were to rank some of the common drugs administered by injection in 
dermatologic practice in the relative order in which I have observed severe 
unpleasant by-effects, I should at present do so as follows: (1) gold salts, (2) 
arsphenamines and germanin and (3) bismuth compounds. I should like to call 
attention to the fact that there is a germanin of French make, which is manu- 
factured by the Pasteur Laboratories. 
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Dr. Samuet M. Peck: Germanin was originally suggested for the treatment 
of sleeping sickness associated with the bite of the tsetse fly. It would be a 
conservative statement to say that hundreds of thousands of injections of this 
drug have been given. The statistics gathered in regions where the injections 
have been given for the disease mentioned have shown that the drug is no more 
toxic than any other used for intravenous injection, for example, arsphenamine. 
In the cases of lupus erythematosus in which it has been used, it seems to have 
been well tolerated by ambulatory patients. However, one may state that 0.2 Gm. 
from the same ampule which was given to a patient with lupus erythematosys 
and was well tolerated caused grave generalized manifestations when tried in a 
case of pemphigus. One can learn from this experience that patients with pem- 
phigus apparently do not tolerate this drug as well as do patients suffering from 
other diseases. 


A Case for Diagnosis (Melanoderma as a Result of Chronic Eczematous 
Process?). Presented by Dr. Marion B. SULZBERGER. 


S. L., a man aged 67, was presented before the Rronx Dermatological Society 
on Jan. 26, 1939. Further studies have revealed the follewing information: 

After several hours’ exposure to the air and sunlight outside the hospital there 
developed in the patient severe erythema and swelling of both lower and upper 
eyelids, forehead, cheeks, nose and chin. There also developed acute conjunctivitis. 
A quartz mercury vapor lamp at a distance of 25 inches (63.5 cm.) caused a 
severe reacticn (third degree) in all areas exposed from two to seven minutes. 
The normal erythema (first degree) time for this lamp is four to five minutes. 
Residual hyperpigmentation in these areas was noted after the lesions had cleared up. 

The patient now has phlebitis on the right thigh. 

Spectroscopic examination for hematoporphyrins gave negative results. Patch 
tests elicited positive reactions to the gray lining cf a suit, to oxford gray suit 
material and to white lining and brown leather of slippers used in the hospital. 
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Book Reviews 


Aetiologie und Pathogenese der Ekzemkrankheiten: Klinische Studien 
iiber die Ursachen der Ekzeme unter besonderer Beriicksichtigung 
des diagnostischen Wertes der Ekzemproben. By Paul Bonnevie. Price, 
18 marks, paper. Pp. 592, with 65 photographs and 163 case reports. Kopen- 
hagen: Nyt Nordisk Forlag Arnold Busck, 1939. 


In the preface to his treatise Bonnevie stated that it was written with the 
intention of clarifying the etiologic and pathogenetic problems of the cutaneous 
diseases usually included under the comprehensive designation “eczema.” With 
this object in view the author set himself the particular task of testing the 
correctness of the concept dominating modern studies of eczema, namely, that 
eczemas are frequently attributable to idiosyncrasies. 

Availing himself of the abundant clinical material of the skin department of 
the Finsen Institute in Copenhagen, he sought to determine to what extent the 
application of the concept of idiosyncrasy would serve the practical purpose of 
the etiologic diagnosis, therapy and prophylaxis of eczema. These programmatic 
statements by Bonnevie of the purpose of his studies indicate that his results are 
of importance to both the scientific investigator and the practicing physician. 

As the book deals with a subject (allergy) on the borderline between two 
branches of scientific medicine (dermatology and immunology), the demands of 
readers on either side of the boundary line may not and probably will not be 
completely satisfied. However, since there is ample explanation of the methods 
applied to show how conclusions were arrived at and since these conclusions are 
logically developed and presented with a good sense of balance and an adequate, 
well documented account of modern work, the research worker who welcomes 
source books will find the records of interest and the interpretations stimulating. 

The physician who treats cutaneous diseases in general or specialized practice 
will be assisted in his work by the practical information placed at his disposal. 
Much of this material is stated in synoptic form and tabulated, but supplemented 
by readable, concise comments. In the body of the book are discussed the pertinent 
details of instructive case histories. 

A table of observations in 163 cases registers the patient’s occupation, the 
cause of the eczema and the substances to which the patient was found to be 
sensitive. Photographic reproductions show the condition of the skin in interesting 
cases. In other pictures are shown the cutaneous reactions produced by the test 
substances. The technic used by the author in skin testing is also demonstrated 
by illustrations. An invaluable aid in the search for the eczematogenic factor in 
a given case is a table of the most frequent causes of eczema in thirty-eight 
industrial, domestic and professional occupations. Bonnevie tabulates also the 
concentrations and solvents used by him in his cutaneous tests. 

Nearly 250 pages are devoted to the irrepressible question why certain chemical 
compounds give rise to idiosyncrasies and their associated phenomena. It has 
not escaped the notice and comment of investigators that the key to the solution 
of this problem is to be sought in the chemical constitution. 

As the reviewer sees it, the most interesting section of Bonnevie’s treatise is 
the report of his experiments correlating the eczematogenic action of chemical 
compounds with their molecular structure. Judging from the results recorded, 
this is a field for research on which—in the future—may be found an explanation 
of the chemical mechanism of cutaneous sensitization and the pathogenesis of 
eczema. 

Two chapters deal with the current theories or working hypotheses of the 
pathogenesis of various types and forms of eczema. Bonnevie supplements these 
conceptions by conclusions drawn on the basis of his investigations but lays stress 
on the existence of many lacunas. 
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In the opinion of the reviewer, Bonnevie’s book presents objective and carefy| 
interpretations of the results of enthusiastic, tireless research. It is a work of 
importance and long time value, to be read by all who desire to be abreast of 
modern teachings. 


Aids to Dermatology and Venereal Disease. By Robert M. B. MacKenna, 
M.D. Second edition. Price $1.25. Pp. 284, with 7 illustrations. Baltimore: 
Williams & Wilkins Company (A William Wood & Company publication), 
1939, 

This handy pocket-sized volume contains a synopsis of present day knowledge 
of the commonest skin and venereal diseases. 

In a clear and concise style the author has covered the most frequently 
encountered skin diseases. The rarer diseases, such as parapsoriasis and hydroa 
vacciniforme, are also discussed. Gonorrhea is included, and its symptoms and 
treatment are thoroughly explained. New drugs, such as sulfanilamide and sulf- 
apyridine, are discussed, especially as to their applications and mode of adminis- 
tration in the treatment of erysipelas, chancroid, gonorrhea and lymphogranuloma 
venereum. 

The chapter on syphilis includes a discussion of not only the cutaneous mani- 
festations but also of the changes in the nervous system, congenital syphilis and 
serology. For the treatment the author follows the outline suggested by the 
committee of experts of the Health Organization of the League of Nations. 

A few omissions were noticed. Asymptomatic neurosyphilis is not discussed, 
The genitorectal syndrome of lymphogranuloma venereum is not mentioned. The 
omissions by no means minimize the value of the book. The author has success- 
fully accomplished a difficult task in describing skin diseases without the help of 
photographs. 

This volume will be of value to students preparing for examinations. The 
practitioner will find in it a useful outline of the diagnosis and modern treatment 
of skin and veneral diseases. 


News and Comment 


ANNUAL CONVOCATION OF UNIVERSITY OF 
MICHIGAN MEDICAL SCHOOL 
Dr. Francis E. Senear delivered the opening address at the annual convocation 
of the medical school of the University of Michigan on September 25. At the 
close of his speech, in the presence of the various faculties represented, as well 
as of the student body, he received from President Ruthven the honorary degree 
of Master of Science. 


CORRECTION 


In the abstract of the article entitled “Contribution to Knowledge of Ars- 
phenamine By-Effects: Influence of Arsphenamine Treatment on Reactions of 
Urine and Blood” by T. Matsui, S. Hayami, K. Akiyama, K. Osugi and K. 
Nakao (Lues: Bull Soc. japon. de syph. 17:20 [Oct.] 1938), which appeared in 
the September issue (ArcH. Dermat. & Sypu. 40:452, 1939), the word “suffi- 
cient” in the last line but one should read “insufficient.” 
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Directory of Dermatologic Societies * 


INTERNATIONAL 


TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Paul A, O’Leary, Secretary-General, 102-2d Ave. S. W., Rochester, Minn. 
Place: New York. Time: Summer 1940. 


Pan AMERICAN MEDICAL ASSOCIATION, SECTION OF DERMATOLOGY 
AND SYPHILOLOGY 


Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 
Austin W. Cheever, Secretary, 49 Bay State Rd., Boston. 


FOREIGN 


BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


L. P. Ereaux, President, 1390 Sherbrooke St. W., Montreal. 
F. E. Cormia, Secretary-Treasurer, 2068 Sherbrooke St. W., Montreal. 


RoyaL Society OF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7 Devonshire PI., London, W. 1, England. 
Louis Forman, Secretary, 7 Devonshire Pl., London, W. 1, England. 


NATIONAL 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


John G. Downing, Chairman, 520 Commonwealth Ave., Boston. 
C. F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 
Place: New York: Time: June 10-14, 1940. 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY 


Paul A. O’Leary, President, Mayo Clinic, Rochester, Minn. 
Earl D. Osborne, Secretary, 471 Delaware Ave., Buffalo, N. Y. 
Place: Philadelphia. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 


Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary-Treasurer, 416 Marlborough St., Boston. 


AMERICAN DERMATOLOGICAL ASSOCIATION 


Francis E. Senear, President, 55 E. Washington St., Chicago. 
Fred D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 


SocrETy FOR INVESTIGATIVE DERMATOLOGY 


Joseph V. Klauder, President, 1934 Spruce St., Philadelphia. 
S. W. Becker, Secretary, University of Chicago, Department of Medicine, Chicago. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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SECTIONAL 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 


John C. Kerr, President, 621-14th St., Wheeling, W. Va. 
Marvin B. Goldstein, Secretary-Treasurer, Stambaugh Bldg., Youngstown, Ohio. 
Place: Buffalo, N. Y. Time: Spring 1940. 


VALLEY DERMATOLOGICAL SOCIETY 
Hamilton Montgomery, President, Mayo Clinic, Rochester, Minn. 
Herbert Rattner, Secretary-Treasurer, 25 E. Washington St., Chicago. 
Place: Chicago. 
New ENGLAND DERMATOLOGICAL SOCIETY 
J. Harper Blaisdell, President, 83 Marlborough St., Boston. 
Bernard Appel, Secretary, 483 Beacon St., Boston. 


NORTHERN NEW JERSEY DERMATOLOGICAL SOCIETY 
Louis J. B. Le Bel, President, 165 Grant Ave., Nutley. 
C. C. Carpenter, Secretary, 38 Waldron Ave., Summit. 
Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of March, April, October and December. 


SOUTHEASTERN DERMATOLOGICAL ASSOCIATION 
J. R. Allison, Chairman, 1121 Barnwell St., Columbia, S. C. 
Howard King, Secretary, 328 Doctors Bldg., Nashville, Tenn. 
Place: Vanderbilt Hospital, Nashville, Tenn. Time: Sept. 3, 1939. 


SOUTHERN MeEpIcaL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


J. Richard Allison, Chairman, 1512 Marion St., Columbia, S. C. 
Clinton W. Lane, Secretary, 508 N. Grand Ave., St. Louis. 


STATE 
CALIFORNIA MepIcAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 


Nelson Paul Anderson, Chairman, 2007 Wilshire Blvd., Los Angeles. 
Julius R. Scholtz, Secretary, 1930 Wilshire Blvd., Los Angeles. 


Connecticut STATE MEDICAL Society, SECTION ON DERMATOLOGY 


James D. Gold, Chairman, 839 Myrtle Ave., Bridgeport. 
Albert Levenson, Secretary, 881 Lafayette St., Bridgeport. 


FLoripA Society OF DERMATOLOGY AND SYPHILOLOGY 


Elmo D. French, Chairman, Huntington Bldg., Miami. 
Lauren M. Sompayrac, Secretary, 459 St. James Bldg., Jacksonville. 


LovuIsIANA DERMATOLOGICAL Society 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, 921 Canal St., New Orleans. 


MASSACHUSETTS MEDICAL Soctety, SECTION ON DERMATOLOGY AND SYPHILOLOGY 


C. Guy Lane, President, 416 Marlboro St., Boston. 
J. G. Downing, Secretary, 520 Commonwealth Ave., Boston. 


MEDICAL SOCIETY OF THE STATE OF New York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Frank C. Combes, Chairman, 80 W. 40th St., New York. 
Rudolph Ruedemann Jr., Secretary, 256 State St., Albany. 
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DIRECTORY 


MEbICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


William D. Whitehead, Chairman, Medical Arts Bldg., Scranton. 
\. C, Garner, Secretary, Germantown Professional Bldg., Philadelphia. 


MICHIGAN STATE MEDICAL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Ruth Herrick, Chairman, 26 Sheldon Ave. S. E., Grand Rapids. 
Eugene A. Hand, Secretary, 801 Second National Bank Bldg., Saginaw. 


MINNESOTA DERMATOLOGICAL SOCIETY 
E. M. Rusten, President, 78 S. 9th St., Minneapolis. 

F. W. Lynch, Secretary-Treasurer, Lowry Medical Arts Bldg., St. Paul. 
Time: First Friday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


M. M. Wickham, President, Norman. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 


TEXAS DERMATOLOGICAL SOCIETY 


Leslie Smith, President, 109 N. Oregon St., El Paso. 
Duncan O. Poth, Secretary, 414 Navarro St., San Antonio. 


LOCAL 
BALTIMORE-W ASHINGTON DERMATOLOGICAL SOCIETY 


Francis A. Ellis, President, 104 W. Madison St., Baltimore. 
|. Louis Sandler, Secretary, 1835 I St. N. W., Washington, D. C. 
Place: Alternate cities. Time: Third Thursday of each month. 


Bronx DERMATOLOGICAL SOCIETY 


Marion B. Sulzberger, President, 962 Park Ave., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


M. J. Cantor, President, 907 St. Marks Ave., Brooklyn. 


S. H. Silvers, Secretary, 920 Bushwick Ave., Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BUFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


Richard L. Saunders, President, 333 Linwood Ave., Buffalo. 
James W. Jordon, Secretary, 471 Delaware Ave., Buffalo. 


CENTRAL NEW YorRK DERMATOLOGICAL SOCIETY 


Harry D. Parkhurst, President, 264 Genesee St., Utica. 
Maxwell C. Snider, Secretary, 106 Oak St., Binghamton. 


CHICAGO DERMATOLOGICAL SOCIETY 


Edward A. Oliver, President, 55 E. Washington St., Chicago. 
Herbert Rattner, Secretary, 25 E. Washington St., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Daniel J. Kindel, President, 1910 Union Central Bldg., Cincinnati. 
Lawrence Goldberg, Secretary-Treasurer, Doctors Bldg., Cincinnati. 
Place: Cincinnati. Time: First Wednesday of each month, except June, July, 


August and September. 
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CLEVELAND DERMATOLOGICAL SOCIETY 
C. L. Baskin, President, 159 S. Main St., Akron, Ohio. 
Charles G. La Rocco, Secretary, 2060 E. 9th St., Cleveland. 
DETROIT DERMATOLOGICAL SOCIETY 
A. R. Woodburne, President, 612 Medical Arts Bldg., Grand Rapids, Mich, 
Ruth Herrick, Secretary-Treasurer, 528 Medical Arts Bldg., Grand Rapids, Mich. 
Kansas City (Mo.) DERMATOLOGICAL SOCIETY 


C. C. Dennie, President, 1103 Grand Ave., Kansas City. 
Thomas B. Hall, Secretary, 902 Professional Bldg., Kansas City. 


Los ANGELES DERMATOLOGICAL SOCIETY 


Thomas W. Nisbet, President, 65 N. Madison Ave., Pasadena, Calif. 
C. R. Caskey, Secretary, 1930 Wilshire Blvd., Los Angeles. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 


George C. Andrews, Chairman, 115 E. 61st St., New York. 
Anthony C. Cipollaro, Secretary, 40 E. 61st St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


L. P. Ereaux, President, 1390 Sherbrooke St. W., Montreal, Canada. 
Paul Poirier, Secretary, 456 Sherbrooke St. E., Montreal, Canada. 


New York ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Eugene F. Traub, Chairman, 140 E. 54th St., New York. 
Louis Tulipan, Secretary, 224 E. 17th St., New York. 


New York DERMATOLOGICAL SOCIETY 


Frank C. Combes, President, 80 W. 40th St., New York. 
J. Gardner Hopkins, Secretary-Treasurer, 102 E. 78th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


Donald J. Wilson, President, 1113 Medical Arts Bldg., Omaha. 
Leonard J. Owen, Secretary-Treasurer, 954 Stuart Bldg., Lincoln, Neb. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
Joseph V. Klauder, Chairman, 1934 Spruce St., Philadelphia. 


Herman Beerman, Secretary, 255 S. 17th St., Philadelphia. 
Time: Third Friday of each month from September to May, inclusive. 


PITTSBURGH DERMATOLOGICAL SOCIETY 
Marvin B. Goldstein, President, Stambaugh Bldg., Youngstown, Ohio. 
Charles L. Schmitt, Secretary, Medical Arts Bldg., Pittsburgh. 
Time: Third Thursday of every month except July and August. 


St. Louris DERMATOLOGICAL SOCIETY 


Martin F. Engman Jr., President, 3720 Washington Blvd., St. Louis. 

Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 

Place: Barnard Free Skin and Cancer Hospital. Time: 2 p. m., second 
Wednesday of each month. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Merlin T.-R. Maynard, President, San Jose, Calif. 
H. V. Allington, Secretary, 3115 Webster St., Oakland, Calif. 
Time: Third Friday of February, April, September and November 


